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why all the fuss 
over potassium? 


Many physicians will recall when safe but 
potent organomercurials were first intro- 
duced. At the time there was considerable 
worry about possible potassium loss. Pa- 
tients were instructed to take foods rich 
in this mineral, and not infrequently potas- 
sium supplements also were advised. After 
enough experience was gained, it became 
evident that only the exceptional case could 
lose enough potassium to be concerned 
about. And with oral organomercurial diu- 


retics this was practically never a problem. 





Why revive the subject now? Because 
clinical experience with nonmercurial diuretics indicates most of them have such a 
specific effect on potassium that with their use very real problems must be faced. Enough 
potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 
fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 
excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 
diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 


Experience in many patients, for many years, demonstrates that potassium loss is never 


a problem when NEOHYpRIN® is the oral diuretic. And there is no refractoriness to this 
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effective oral organomercurial. 




















































The Journal 


of the 


South Carolina Medical Association 


VOLUME LIV 


October, 1958 


NuMBER 10 


CHEMOPALLIDECTOMY FOR RELIEF 
OF PARKINSON’S DISEASE 


WITH REMARKS ON SELECTION OF CASES FOR OPERATION AND 
IMPROVEMENTS IN SURGICAL TECHNIQUE 


Joun M. Menepitn, M. D.*° 
Richmond, Va. 


any years’ medical and surgical efforts 
M have been carried out to relieve the 

very disabling tremor and _ rigidity 
that accompany moderate to far-advanced 
parkinsonism together with the masked facies, 
festination gait and ultimate invalidism and 
wheelchair existence that so often is the end- 
stage of this disease. It was first described by 
James Parkinson in 1817, an English physician. 
There are between 500,000 and 1,000,000 vic- 
tims of this disease in the United States to- 
day. In many cases, it is thought to be due to 
pathological lesions (thrombosis, softening, 
old inflammation) occurring in the basal 
ganglia, particularly the globus pallidus or 
the thalamus on one or both sides of the 
third ventricle, involving a portion of the 
lenticular nucleus. Most commonly, parkinson- 
ism appears to follow an attack of encephalitis, 
perhaps more than ten or twenty years after 
the original illness, such as those cases that 
followed the 1918 outbreak of influenza. In 
elderly patients, the disease appears to be 
associated with cerebral arteriosclerosis and 
thrombotic lesions in the basal ganglia. For 
many years, physicians have resorted to vari- 
ous drugs, particularly of the belladonna 


° From the Department of Neurological Surgery, 
Medical College of Virginia, Richmond. 
Read at the Annual Meeting of the South Carolina 
Medical Association, Myrtle Beach, S. C., May 14, 
1958. 


group, for its medicinal treatment. In 1947, a 
synthetic chemical known as Artane (tri- 
hexyphenidyl hyprochloride) was introduced 
by American investigators and this marked a 
considerable advance in the medical treatment 
of this disease. However, there were some pa- 
tients who could get only temporary benefit 
from it and who, after a few years, began to 
have the rigidity and tremor as badly as ever. 
Some patients could get no immediate or even 
remote help from the drug. As early as 1890, 
surgeons began attacks on the central nervous 
system in an effort to relieve the disabling 
tremor and rigidity. The first procedures were 
accompanied by a high percentage of fatality 
because of shock and infection. With the intro- 
duction of modern anesthetics, sulfa drugs, 
antibiotics and blood transfusions, the mortal- 
ity of brain and spinal cord operations as a 
whole dropped markedly. During the late 
1930s, surgical attacks on the pyramidal tract 
system for relief of parkinsonism either in 
the brain or the spinal cord began. However, 
it was found that whenever the pyramidal 
tract itself was divided, although the tremor 
and the rigidity would stop or be greatly re- 
duced, there usually was an accompanying 
moderate or complete paralysis of the involved 
side so that it was a question which was the 
worse, the disease or the result of its surgical 
treatment! 











The globus pallidus provides a series of 
efferent pathways which afford egress to the 
extrapyramidal motor stimuli which reach it. 
In fact, the efferent pathways from the globus 
pallidus provide a common final pathway for 
extrapyramidal tracts originating in the cor- 
tex, caudate nucleus, substantia nigra, puta- 
men and thalamus. 

In recent years, several investigators have 
devised procedures which are directed toward 
the basal ganglia. Review of the several sur- 
gical techniques demonstrates that of all sur- 
gical methods for the alleviation of parkinson- 
ism, the most successful are those which have 
attacked, at least in part, the globus pallidus, 
the thalamus, or its efferent pathways. More- 
over, the principal site of infarction following 
anterior choroidal artery occlusion is in the 
mesial globus pallidus. Therefore, it is ap- 
parent that a marked alleviation of both 
tremor and rigidity may follow the destruction 
of this anatomical area. There is considerable 
reason to believe that the globus pallidus 
exerts an excitatory or facilitory influence on 
motor activity which is initiated by the cere- 
bral cortex and mediated by the pyramidal 
tract. The operation of chemopallidectomy is 
directed towards the more or less complete 
destruction of the mesial globus pallidus.*® 

Neurosurgical operations on the cerebral 
cortex for involuntary movements were 
originated by Sir Victor Horsley who excised 
the precentral (motor) cortex in cases of 
athetosis as early as 1890. Operations which 
were devised to resect either the premotor 
cerebral cortex (area six of Brodman) or 
motor cerebral cortex (area four) were intro- 
duced by Klemme and by Bucy approximately 
twenty years ago. Bucy stated that cortical 
extirpation is most effective when it includes 
both cortical areas four and six of Brodman. 
This operation produces a contralateral hemi- 
plegia which subsequently lessens in severity 
leaving the patient with a residual hemiparesis 
but without tremor. Epileptiform seizures may 
develop following this operation. Rigidity and 
incapacitation are not decreased and may, in 
fact, be increased by cortical extirpation. As 





*At a recent symposium at Irving Cooper’s Clinic in 
New York (May 1958) it was emphasized that the 
ventro-lateral nucleus of the thalamus should also be 
destroyed at operation to eliminate tremor. 


a result of his investigation, Bucy stated 
“Nothing in my experience leads me to believe 
that it is possible to abolish tremor by any pro- 
cedure which does not interrupt the pyramidal 
tract or destroy that portion of it which arises 
from the precentral gyrus.” This conclusion 
stimulated others to attack the pyramidal tract 
at levels below the cerebral cortex. Putnam 
devised the operation of pyramidotomy which 
consists of incision of the pyramidal tract at 
the level of the second cervical segment of the 
spinal cord. Earl Walker developed an opera- 
tion on the pyramidal tract in the cerebro- 
peduncle. This operation is referred to as 
pedunculotomy. According to Walker, a 
compromise with paralysis and freedom from 
tremor is the best that can be expected from 
pedunculotomy or from other operations 
aimed at the pyramidal tract either at the 
cerebral cortical or spinal cord level. Such 
operations were devised solely to relieve 
tremor and they succeed only in this respect 
at the expense of motor power. It has now 
been demonstrated that tremor and rigidity 
can be relieved without necessarily sacrificing 
motor power by chemopallidectomy, our pres- 
ent operative procedure for parkinsonism. 
Therefore there is rarely if ever any indication 
at the present time for purposeful destruction 
of the pyramidal tract with resultant hemi- 
paresis as previously carried out in the treat- 
ment of parkinsonism. 

Russell Meyers of the State University of 
lowa began a new surgical era with a radical 
surgical technique which he utilized in a small 
series of patients with parkinsonism. He in- 
cised the basal ganglia only, avoiding the 
pyramidal tract, by operating through a cere- 
bral lateral ventricle. In a significant number 
of his patients, the operation relieved the 
tremor and the rigidity without producing 
paralysis. However, he did not think the pro- 
cedure was generally applicable as the post- 
operative death rate was in the neighborhood 
of 20 percent in his series of cases. The im- 
portance of Meyers’ research, however, was 
that he had demonstrated the “target area,” 
surgically speaking. It remained, therefore, 
for neurosurgeons to find some way to destroy 
this area (basal ganglia) without unduly 
harming other nearby regions such as the 
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internal capsule and to promise an acceptably 
low operative mortality. In 1952, Wycis and 
Spiegel of Temple University began stereo- 
encephalotome operations on the brain in 
which they destroyed by electrocoagulation 
the suspected area of the basal ganglia with 
very promising results. Within three months 
after their first stereotaxic operation on a pa- 
tient with Parkinson’s disease, Irving Cooper 
of New York University, while operating on a 
patient with Parkinson’s disease (Oct., 1952), 
planning to do a pedunculotomy which would 
produce very probably an associated hemi- 
plegia, had the “happy misfortune,” as it 
turned out, to have a severe hemorrhage de- 
velop during the operation and it was neces- 
sary to clip several vessels rapidly to stop 
serious bleeding. After the operation, the pa- 
tient showed immediate remarkable improve- 
ment in the tremor and the rigidity although 
no nerve tracts had been divided and there 
was no associated hemiparesis. Cooper then 
found by further studies (angiography) that 
it was the anterior choriodal artery that had 
been divided, and he therefore proceeded to 
divide deliberately by open operation the 
anterior choriodal artery in patients with 
Parkinson’s disease, attempting to produce a 
thrombotic softening of the globus pallidus by 
this operation. This was fairly satisfactory in 
the younger groups of patients, but was ac- 
companied by a post-operative mortality in 
the neighborhood of 10 percent and also was 
not applicable to people over 50 to 55 years of 
age. It did, however, reduce the tremor in 
about two-thirds of the cases and the rigidity 
in three-fourths of the patients. He then 
thought of injecting novocaine in the basal 
ganglia through a small catheter in the brain 
to determine whether the tremor and rigidity 
would be helped by the proposed procedure 
of anterior choriodal artery occlusion later on. 
A step beyond this thought, naturally enough, 
was that if the novocaine eliminated the 
tremor temporarily, why not inject deliberate- 
ly a small amount of a destructive chemical 
such as absolute alcohol into the globus pal- 
lidus for its permanent destruction at the 
same time or immediately after the novocaine 
demonstration of temporary elimination of 
the tremor? This final idea, then, paved the 
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way for the operation as carried out today 
for parkinsonism; namely, destructive chemo- 
pallidectomy with alcohol placed in the glo- 
bus pallidus (mesial portion) or certain 
thalamic nuclei on one or both sides, in sepa- 
rate operations, as indicated in the individual 
case. 

At the Medical College of Virginia, we be- 
gan to carry out this procedure of chemo- 
pallidectomy in April, 1956, and have found 
it highly satisfactory in selected patients. In 
many cases, they seem many years younger 
within a few weeks of the operation in ex- 
pression, gait, and general appearance. There 
is very little evidence, if any, of a hemiparesis 
after chemopallidectomy or other more serious 
complication post-operatively as used to 
occur with the old operations on the pyramidal 
tract (cited above). In six weeks to three 
months after the first operation, the other 
side is usually done if the patient has bilateral 
disease. 

There are many theoretical objections to 
the use of absolute alcohol as a destructive 
agent in the brain. It is possible that electroly- 
sis, radioactive substances, ultrasonic vibra- 
tions or radiofrequency lesions may prove to 
be preferable in the future. In our own ex- 
perience, however, absolute alcohol has pro- 
duced desirable and lasting results when 
properly employed. Therefore, its use is war- 
ranted until our own experience with other 
means of destruction of neural tissue or the 
documented experience of others proves some 
other agent to be superior. However, any 
neurolytic method can be utilized with this 
simple technique of globus pallidus puncture. 

Chemopallidectomy is a technique which is 
potentially capable of widespread use in 
elderly individuals as well as the younger pa- 
tients. It is a reasonably safe and accurate 
procedure; the chief obstacle to its successful 
use, in our experience, is the presence of very 
large lateral ventricles (cerebral atrophy). It 
has the advantage that the surgeon may with- 
hold the completion of a permanent de- 
structive brain lesion in the globus pallidus 
with alcohol until the likely effects of the 
operation have been estimated by intra- 
cerebral procaine injection. This ability to 
predict the probable result of operation in a 
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given case adds both to the safety and the 
possible success of the procedure. Moreover, 
slow injection of alcohol permits one to gradu- 
ate the size of the lesion depending upon re- 
sponse in a particular patient. The technique 
includes, therefore, a meticulous orientation 
of a brain cannula by means of pneumo- 
encephalography, verification of the site by 
injecting procaine first to observe the tem- 
porary effects in the contralateral extremities, 
and finally, injection of a destructive chemical 
agent, usually alcohol, to destroy permanently 
the active focus in the involved globus pal- 
lidus. Good lasting results (with respect to 
amelioration of tremor and rigidity) are ob- 
tained in from 60 to 70 per cent of the cases 
in most series which have been done through- 
out the country. Certainly, analysis of com- 
plications and failures will improve the still 
mobile methods of selecting patients and the 
surgical technique. Undoubtedly there will be 
improvements in the future. It has now been 
demonstrated beyond doubt, that the tremor, 
rigidity and marked impairment of gait can 
be greatly relieved or improved by this tech- 
nique without loss of motor power, even in 
long-standing, far advanced cases. 

As emphasized by Cooper'-§ in several pub- 
lications in the last few years, further efforts 
are certainly justified to improve the present 
surgical technique directed toward destroying 
the mesial globus pallidus or portions of the 
thalamus and also to improve the selection of 
patients and lessen the risk of operation. The 
operation can be done in quite elderly pa- 
tients, as stressed at the beginning of this 
paper. However, we tend to withhold opera- 
tion today from this “advanced age group” as 
we now prefer to do the operation in patients 
who are ambulatory, if possible, rather than 
those who are bedridden and confined to 
wheelchairs. It is anticipated that not only 
will improved surgical therapy ensue with the 
further development of these techniques dur- 
ing the coming years, but also that contribu- 
tions will concurrently be made to improve 
understanding of the pathological physiology 
of parkinsonism and other hyperkinetic dis- 
eases. The gravity of the problem and the 
present deficiencies of medical therapy appear 
to justify intensive surgical efforts in the con- 


trol of this disease. Certainly, the present sur- 
gical technique seems more promising than 
any other procedure that we have observed or 
encountered in the literature in over 25 years 
of continuous study of neurosurgical prob- 
lems. Useful alleviation of many of the symp- 
toms of parkinsonism may be obtained by 
chemical destruction of the globus pallidus 
or portions of the thalamus as outlined in this 
paper. Therefore, the advisability of employ- 
ing this surgical procedure should be con- 
sidered in many patients who have reached 
the moderately advanced stage of the disease 
and who are not controlled by medical 
therapy. The operative mortality is very low 
(2 to 3%).In considering surgery for a 
particular patient, one should evaluate the de- 
gree of disability, the duration of the illness, 
response to medication, prognosis and prob- 
able life span of the patient himself. Since far- 
advanced incapacitating signs and symptoms 
of parkinsonism can be relieved in many cases. 
one cannot conclude anymore that parkinson- 
ism in any individual patient is necessarily a 
hopeless, irreversible syndrome, which has 
been the opinion among many careful students 
of this disease in the past. The modern con- 
cept in surgical therapy now is that both 
tremor and rigidity may be relieved without 
sacrificing motor power. In fact, the most 
hopeful approach to the neurosurgery of 
parkinsonism at the present time is destructive 
chemical surgery of the basal ganglia, particu- 
larly the globus pallidus or portions of the 
thalamus. Such long-standing relief has been 
demonstrated in many patients. In some 
cases, other stigmata of the disease have 
been alleviated as well. In addition to the 
perfection of surgical techniques as an im- 
mediate problem particular attention should 
be paid to the selection of patients in the 
future as possible candidates for neurosurgical 
therapy and to the development of a more use- 
ful classification of patients with a parkinson- 
ian symptom-complex. In order for these 
potentialities to be realized, patients must be 
cautiously and judiciously. selected as candi- 
dates for the operation of chemopallidectomy. 

Further technical developments are' those 
related to the use of ultra-sound in production 
of deep-seated cortical lesions in the basal 
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Figure 1 


Antero-posterior view showing the solid metal 
stilette (arrows) inside the flexible polyethylene 
catheter introduced to almost the proper distance 
approaching the globus pallidus preliminary to 
alcohol injection. 


ganglia. A report from the University of 
Illinois in April, 1958, has to do with the first 
clinical use of ultra-sound to produce “thera- 
peutic” brain lesions and relieve tremor and 
rigidity in 11 patients with Parkinson’s disease 
and one with cerebral palsy and athetosis, re- 
ported by a team of physicians from the Uni- 
versity of Illinois and State University of 
lowa, including Dr. William Fry and Dr. Rus- 
sell Meyers. Preliminary results obtained by 
focusing four ultra-sound cones simultaneous- 
ly on two brain structures, the ansa lenticularis 
and the substantia nigra, for two to three 
seconds, were very encouraging—relief of 
tremor and rigidity, with no untoward effects, 
according to these physicians. This is the first 
time, according to Dr. Fry, an ultrasonics ex- 
pert, that any lesions have been produced in 
the substantia nigra alone with resultant re- 
lief of tremor and rigidity in Parkinson’s dis- 
ease. These workers found it unnecessary to 
produce lesions in the globus pallidus in order 
to selectively obtain symptomatic relief. The 
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lesions are created under local anesthesia after 
craniotomy to permit entrance of the ultra- 
sonic beam into the brain tissues. 

With reference to the newer, more critical 
criteria for selection of patients with Parkin- 
son’s disease for chemopallidectomy, Fairman 
and Cooper® have recently stated as follows: 
The operation, in order to be successful, 
should not only relieve the rigidity and tremor, 
but also furnish the patient with the help 
needed to become a wage earner again and to 
overcome incapacitation generally. The most 
important contraindications are: pseudo-bul- 
bar symptoms, mental deterioration, vegeta- 
tive signs, spontaneous hyperthermia and ex- 
cessive sweating and salivation, respiratory 
difficulties such as uncontrollable hyperpnoea, 
and psychiatric disorders. Physiologic signs of 
senility also contraindicate surgery, but 
chronologic aging, per se, does not. Parkinson- 
ian patients with unilateral or bilateral symp- 
toms and none of the foregoing contraindica- 
tions are potentially good candidates for 
chemopallidectomy provided definite pro- 
gression of the disease, failure of medical 
therapy, and a marked degree of involvement 
justify this course of action. We fully believe 





Figure 2 
Lateral view of the same technique. The metal 
stilette (arrows) which is a rigid structure, has not 
been introduced quite far enough as shown by the 
fact that it is still slightly above the foramen of 
Monro. 


that most patients over 60 - 62, especially those 
in wheel chairs or bedridden with over-saliva- 
tion or other symptoms listed above, should 


361 








not be operated on in the present state of our 
knowledge and experience. Almost all writers 
today agree that the ideal candidate for the 
operation is under 60 years of age, preferably 
with only one side grossly involved, with poor 
response to medication, still ambulatory and 
in good general condition, but with diminished 
earning power. If the operation is restricted 
to this group, a very high percentage of long- 
lasting cures or gratifying alleviation of symp- 
toms is to be expected. 

McKinney's pallidotomy leukotome_tech- 
nique: W. W. McKinney of Fort Worth, 
Texas, has recently devised a _pallidotomy 
knife, or leukotome, which is utilized much 
as is Cooper's chemopallidectomy except that 
the small knife is used instead of the poly- 
ethylene catheter and alcohol injection. It was 





Figure 3 
Antero-posterior view showing (arrows) the flex- 
ible polyethylene catheter now in satisfactory place 
for injection of alcohol into the globus pallidus. The 
catheter has been retouched to emphasize its position 
in the subcortical location. 


developed for the purpose of producing a 
lesion in the globus pallidus or in any other 
portion of the brain, such as the ventrolateral 
nucleus of the thalamus. It is designed so that 
an area 1 cm, in diameter can be destroyed by 





Figure 4 
Lateral view. The lowest indelible marker is now 
in position, (arrows) slightly above the sella, and 
posterior to the foramen of Monro where experience 
has shown is the optimum location for injection of 
the destructive agent (alcohol) in the globus pallidus 
or thalamus; (slightly retouched for clarity. ) 


cutting or by using an_ electrocoagulation 
technique. The instrument can also be used 
for stimulation of subcortical structures. The 
operative technique carried out in the use of 
the pallidotomy needle of McKinney (who 
has used this method now in more than 100 
cases with no untoward effects, such as serious 
bleeding or other complications) for use in 
Parkinson’s disease is very similar to the tech- 
nique used by I. S. Cooper with chemo- 
pallidectomy. 

Summary, with reference to our preferred 
operative procedure today. Considering all 
the technical procedures mentioned above 
that are now utilized and available for the 
relief of this distressing malady, parkinsonism, 
it might be said that the majority opinion to- 
day in neurosurgical clinics (in this country at 
least) favors either (1) chemopallidectomy 
by means of alcohol injection into the basal 
ganglia, or (2) the pallidotomy knife-cutting 
technique of McKinney. Ultrasound tech- 
niques that are utilized now in some of the 
research centers, such as the University of 
Illinois and the Massachusetts General Hos- 
pital, are so elaborate and time-consuming 
that they are certainly not very practical and 
feasible for most hospitals at the present time 
in which parkinsonism patients are being 
operated upon. The operative procedures 
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utilizing this latter technique are quite long— 
from eight to ten hours in length—and the 
equipment is extremely costly and elaborate; 
only a very few operations to date have been 
performed in human subjects with ultrasound. 
Stereotaxy machines are also quite elaborate 
and although used as a valuable research tool 
in certain neurophysiology laboratories and a 
few hospitals throughout the country, are not 
in great favor in the general hospitals of this 
country at this time for surgical procedures. It 
is our firm impression today therefore, that 
with the restrictions in selection of the patient 
already mentioned (the importance of which 
cannot be overemphasized), and the careful 
meticulous use of either (1) chemopal- 
lidectomy technique using alcohol, or (2) 
McKinney’s subcortical pallidotomy knife cut- 
ting procedure, one can obtain the best over- 
all and long-standing results in the surgical 
attack upon this distressing disease. 
Conclusions: Surgical techniques are avail- 
able which, if carefully executed in the proper 
cases, can produce good results in approxi- 
mately 60 to 70 percent of patients with 
parkinsonism chosen for operation. Statistical- 


ly, therefore, there is as much if not more 
justification for neurosurgical treatment of 
parkinsonism as there is for neurosurgical 
treatment of intractable pain, focal epilepsy, 
and other diseases which merit the serious at- 
tention of neurosurgeons, as emphasized by 
Cooper. Much remains to be learned about the 
surgical attack on parkinsonism and un- 
doubtedly technical improvements will be 
forthcoming. The general practitioners who 
presently carry the burden of primarily caring 
for the large population of parkinsonism pa- 
tients should now consider neurosurgical inter- 
vention as one possibility in the treatment of 
selected cases among the moderately advanced 
patients. The neurologists can consider the fact 
that neurosurgery has satisfactorily relieved 
patients for three years and longer, in many 
cases. Not only should this provide increased 
impetus to produce more satisfactory medical 
therapy, but it should also impose a chal- 
lenge to interpret the new clinical material 
which will be forthcoming from more wide- 
spread surgical investigation of the basal 
ganglia in different clinics in this country and 
abroad. 
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FIBROCYSTIC DISEASE A REVIEW 


MarcakeEt Q. Jenkins, M. D. 
Charleston, S. C. 


“ ibrocystic disease has a rather interesting 
history. It was first classed as one of the 
diseases in the celiac syndrome because 

of the clinical picture of emaciation and large 
stools. In 1936 Fanconi and in 1938 Anderson' 
in the United States separated this condition 
from celiac disease when they found that the 
pancreatic enzymes were deficient.The name, 
therefore, was changed to pancreatic fibro- 
cystic disease. In 1944 Farber,? realizing that 
the lungs were involved in a large number of 
patients with this syndrome, thought that the 
mucous secreting glands were involved be- 
cause of the thick, viscid fluid from these 
glands which caused obstruction leading to 
cyst formation and later fibrosis in the lungs. 
He coined the name mucoviscidosis. Still fur- 
ther advances were made when Anderson, Kes- 
ler, and diSant ’Agnese in 1951 discovered that 
the eccrine sweat glands as well as the mucous 
glands were involved. On analyzing the sweat 
from patients with fibrocystic disease, they 
found an abnormally high concentration of 
sodium, potassium, and chloride to be present. 
Also recently it has been shown that the paro- 
tid secretory rate is greatly increased? and the 
liver has also been shown to be involved, in 
that biliary cirrhosis¢ has also developed in 
these patients. 

Because of the later findings mucoviscidosis 
is no longer an acceptable name since certain- 
ly other glands are involved. The name of 
generalized exocrinopathy has been suggested 
but it has been requested by those interested 
in this disease that the name not be changed at 
present until the etiology of the disease is 
clarified, and for this reason “fibrocystic dis- 
ease” is the preferred term at present, although 
admittedly this is inadequate. 

This disease is quite rare in Negroes and has 
shown the incidence of one in 600 live births 
and 1.7 per thousand live births in two 
studies.5,6 Males and females are equally 

Assistant Professor of Pediatrics, Department of 


Pediatrics, Medical College of South Carolina, Charles- 
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affected. The disease may be present in partial 
forms, with one system showing more exten- 
sive involvement and the others less involve- 
ment. Twenty per cent of parents and siblings 
of patients with fibrocystic disease showed an 
increased concentration of sweat electrolytes. 
The pancreatic function in these relatives was 
normal, but the occasional chronic lung in- 
fection encountered suggested that these rela- 
tives probably had incomplete forms of the 
disease. Genetisists believe that there is pres- 
ent a recessive gene or genes which may cause 
the disease in homozygotes and partial or no 
expression in heterozygotes. 
Pathogenesis 

The pathogenesis of this disease includes 
involvement of the various organs mentioned 
above. The pathologic picture of the pancreas 
in this condition shows eosinophilic concretions 
which obstruct the ducts and cause dilatation 
of the acini and degeneration of the paren- 
chyma with fibrosis. The viscosity of the pan- 
creatic secretion is increased and the pH has 
been shown to be more acid. There is a de- 
ficiency of the enzymes lipase, amylase, and 
trypsin. Deficiency in lipase results in large, 
greasy, foul stools which are never watery. The 
fats are not split and therefore, large amounts 
of neutral fats are present in the stools, with 
resulting loss of the fat-soluble vitamins A, D, 
and K. Calcium also tends to be absorbed less 
well since it combines with the fats to form 
soaps and is lost in the stools. The deficiency 
of amylase prevents the splitting of starches, 
which are larger, more complex carbohydrates, 
and these are therefore present in the stools. 
The simple carbohydrates, the monosac- 
charides and disaccharides are absorbed with- 
out processing and therefore total carbo- 
hydrate metabolism is not greatly impaired. 
Because of the deficient excretion of the 
enzyme trypsin, protein is not utilized and is 
lost in the stools in large amounts. However, 
large amounts given in the diet will increase 
the total amount absorbed. 
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TABLE 1 
Duodenal Fluid in Pancreatic Insufficiency7 
Test Controls Complete Partial 
Vol., ml/hr 8-25 1-10 5-25 
pH 6.0-8.4 3.5-8.1 5.0-8.4 
Bile 20-125 10-125 10-125 
Viscosity-time, min. below3 over 3 over 3 
Amylase, units 4-20 0-1 0-20 
Lipase, units 3-10 0-1 0-10 
Protease, units 18-70 0-2.5 0-70 
Carboxypeptidase 0.40-1.00 0-0.40 0.00-1.00 
Chymotrypsin 11-65 0-5 0-65 


The clinical manifestations of the de- 
ficiency of the pancreatic enzymes and the 
differences noted in the duodenal fluid as 
shown in Table 1 result in malnutrition with 
the characteristic large stools. Vitamin de- 
ficiency, of the fat soluble vitamins especially, 
might be noted as well as a deficiency of cal- 
cium. Meconium ileus in the newborn period 
is found in about 10 per cent of the patients 
who develop fibrocystic disease and presents 
the picture of intestinal obstruction with pos- 
sible rupture and _ peritonitis. Pancreatic 
enzymes are produced in utero and some 
authors® suggest that they may be more active 
during the last month of gestation. The func- 
tion of trypsin in utero and in the immediate 
newborn period is to digest and liquify the 
meconium. When this enzyme is absent or de- 
ficient the meconium is quite thick and viscid 
and thereby cannot be readily passed with 
peristaltic action. This meconium contains 
abnormal protein which can be _precipi- 
tated with 20 per cent trichloracetic acid. This 
protein cannot be precipitated from normal 
meconium. This test is useful in differentiating 
between atresia and meconium ileus at the 
time of operation. 

Liver involvement takes place in several 
stages. The first stage of involvement is that 
of biliary cirrhosis, with concretions of eosino- 
philic material plugging the bile ducts similar 
to the pancreatic concretions. In both of these 
organs this state is thought to be due to 
inspissated secretions. The second stage of 
liver involvement results in multilobular biliary 
cirrhosis with concretions, and an extension of 
the fibrosis with resulting atrophy of the liver 
parenchyma. Irregular nodules may be pal- 
pable because of the focal character of the 
initial lesions. Only moderate biliary stasis is 
present if there is any. Clinically, with early 
involvement of the liver, there are no symp- 
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toms or laboratory findings present because 
there is enough normal liver left for adequate 
function, Usually the liver involvement is 
recognized through the signs of portal hyper- 
tension. The liver is found to be large, hard, 
and the typical signs of portal hypertension 
with hepatosplenomegaly, hypersplenism, and 
gastrointestinal bleeding are present. The liver 
function studies may be abnormal at this time 
but are not invariably so. The bilirubin is 
usually normal and there is no clinical jaundice 
present. About 22 per cent of the patients with 
fibrocystic disease have been shown at autopsy 
to have cirrhosis of the liver, and about 2 
per cent of the patients with fibrocystic disease 
have clinical evidence of portal hypertension. 

The pathologic process in the lungs is 
primarily that of bronchial obstruction. It is 
felt that acute respiratory infections start the 
cycle by causing an increased secretion of 
mucus which is thick and tenacious. Failure 
to remove this mucus leads to wide-spread 
bronchial obstruction which predisposes to 
secondary infection. The mucus has been 
analyzed in patients with fibrocystic disease 
and there is no significant difference chemical- 
ly between this mucus and that of normal pa- 
tients. Tissue stains for mucopolysaccharides 
showed that only one type of stain gave a 
difference from the controls, which is sug- 
gestive of a bond more easily broken by an 
oxidizing agent, but it may be that the protein 
portion will prove to be abnormal. The mucus 
has been shown to be slightly more resistent 
to trypsin digestion than normal and may con- 
tain more numerous weakly acid groups. The 
mucus present in the duodenal fluid of normal 
patients when precipitated can normally be 
readily redisolved in water, however, in pa- 
tients with fibrocystic disease when this pre- 
cipitate is formed, a considerable portion is 
not redissolved in water nor with trypsin.* 
There may be many enzymes which are in- 
volved in the abnormal mucus formation, if 
indeed the mucus formation is abnormal in 
these patients. 

A variable degree of bronchial and pul- 
monary involvement is almost a constant fea- 
ture of this disease and the clinical course and 
prognosis usually depends on the extent of the 
involvement. This involvement usually occurs 
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between the ages of six months and two years 
and it is the pulmonary manifestations which 
account for 90 per cent of the deaths in pa- 
tients with fibrocystic disease. A patient with 
pulmonary involvement of fibrocystic disease 
shows eventually a typical barrel shaped chest 
which is tympanitic and shows scattered rales 
throughout. Clubbing of the fingers and toes 
also results. Respiratory distress of varying 
degree with generalized pulmonary infection 
is a prominent feature of the lung involve- 
ment, and this distress is frequently quite 
severe, with air hunger and cyanosis present. 
Obstructive emphysema due to the ball-valve 
effect of the tenacious mucus results in limita- 
tion of respiratory excursions, poor alveolar 
aeration, anoxia, and CO, retention. Medi- 
astinal and subcutaneous emphysema may be 
massive and spontaneous.® 

Because of the high pressure in the pul- 
monary vasculature with the chronic pul- 
monary disease, particularly when acute in- 
fection is superimposed, rapid cardiac dilata- 
tion with circulatory embarrassment and cor 
pulmonale may occur. Because of the intact 
myocardium this may rapidly return to normal 
if the infection is overcome. Evidence of 
cardiac failure is a sign that the lungs have 
lost their elasticity and that the pulmonary 
hypertension is severe. For this reason there 
is only limited effectiveness of digitalis, 
diuretics, etc. when heart failure is present. 
One third of the patients who die show evi- 
dence of congestive heart failure at some time 
during their clinical course. Asphyxia may be 
a cause of sudden death in fibrocystic disease 
when large amounts of thick tenacious mucus 
are suddenly mobilized by coughing and the 
patient, being unable to clear the airway, dies 
as a result. Infection with rubeola and _ per- 
tussis may initiate the chronic broncho- 
pneumonia which these patients show, and 
these patients should therefore be protected 
from these diseases as far as possible. Other 
contagious diseases cause no particular com- 
plications.® 

The sweat glands form a very interesting 
part of the pathogenesis of this disease. These 
glands are divided into two general groups: 
the apocrine glands which are present in the 
axilla and the perianal region, and the eccrine 





glands which are present over most of the 
body. The number of the eccrine glands varies 
from a large number on the back of the hand 
to a smaller number present on the anterior 
part of the chest. Two types of stimuli may 
cause sweating in the eccrine glands. Thermal 
sweating is produced on the trunk, extremities, 
and head. Psychic or emotional stimuli pro- 
duce sweating of the palms, soles, and axilla. 
The rate of sweating is not abnormal in pa- 
tients with fibrocystic disease. It was found 
that the sodium and chloride concentrations 
were increased in fibrocystic disease to 2 to 5 
times the normal level and that the potassium 
was also increased to a small degree. 
TABLE 2 
Analysis of Sweat In Fibrocystic Disease3 


Controls Fibrocystic 
Volume (ml/M2/hr ) 144 152 
Urea mg. per 100 ml. 1.78 1.81 
Chloride mEq/L 4-60 60-160 
Sodium mEq/L 10-90 80-190 


As can be noted in table 23 there is a mini- 
mal overlap in the normal values and those in 
fibrocystic disease. Metabolic studies in fibro- 
cystic patients showed that the increased con- 
centration of electrolytes was not a result of 
impaired adrenal or kidney function and was 
not affected by the administration of DOCA, 
by increased salt in the diet or by exposure to 
high temperatures for a prolonged period. It 
was also found that other patients with chronic 
lung disease, acquired pancreatic deficiency 
states, cirrhosis of the liver, and diabetes 
mellitus did not have abnormal sweat electro- 
lytes. Other causes of increased electrolytes in 
the sweat are hypoadrenalism, increased rectal 
and skin temperature, a vapor barrier, arterial 
occlusion, and an increased rate of sweating 
with prolonged sweating. However, none of 
these factors accounts for the high level found 
in patients with fibrocystic disease and it is 
determined, therefore, that the defect is in the 
sweat glands themselves. 

Only one patient of a group of 140 with 
fibrocystic disease was found to have normal 
sweat electrolytes. All of the others had levels 
2 to 5 times the normal range. The clinical ap- 
plication of the involvement of the sweat 
glands is important since these patients are 
very susceptible to hot weather. A massive loss 
of sodium and chloride in sweat with relatively 
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ess loss of water will result in salt depletion 
vith vomiting, dehydration, and rapidly 
wrogress to circulatory collapse and death. 
These patients do not exhibit muscular cramps 
which the normal patients with heat prostra- 
tion would demonstrate. 

The salivary glands have also been shown 
to be involved in that the parotid secretory 
rate is markedly increased. However, there is 
no clear cut difference in the electrolyte con- 
centrations in the parotid secretions from nor- 
mal patients and from those with fibrocystic 
disease. 

Laboratory Data 

Various tests for diagnosis have been used 
during the evolution of knowledge of this dis- 
ease. Some of the more useful and practical 
ones will be discussed briefly. 

Tests for trypsin activity were among those 
found useful in diagnosing this condition. A 
test for trypsin activity in the stool has been 
used and is useful as a screening test only, but 
has the advantage of simplicity. Since bacteria 
in the stool interfere with the test, giving a 
false positive test, the stool must be diluted to 
reduce this bacterial digestion of the gelatin. 
Lack of digestion of x-ray film by the stool at 
1:100 dilution is suggestive evidence of fibro- 
cystic disease. A second test for trypsin ac- 
tivity is that done on duodenal secretions. A 
tube is passed under fluoroscopy into the duo- 
denum. The secretions are then tested for 
acidity. However, this testing for acidity is 
not completely reliable since in fibrocystic dis- 
ease these secretions are more acid than those 
normally found in the duodenum and little 
difference has been shown in the samples con- 
taining some stomach acid. Following the 
placing of the tube, a stimulus for pancreatic 
secretion is given by means of olive oil in- 
stilled through the tube and the fluid is then 
tested in serial dilutions with a gelatin sub- 
strate and the liquifaction of the gelatin de- 
termined. Decreased or absent trypsin activity 
would of course show little digestion or little 
liquifaction of the gelatin in the lower dilu- 
tions. 

A test for lipase has been developed and 
also is useful only as a screening test. This test 
involves the ability of lipase to split iodine 
from lipiodol compound. If this enzyme is de- 
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ficient the iodine is not split off and therefore, 
is not absorbed. Iodine absorbed from the 
gastrointestinal tract would normally be ex- 
creted in the urine. The test consists of testing 
the urine for iodine initially, then giving lipio- 
dol orally, and checking the urine at 12 and 
18 hours for iodine. No iodine will be excreted 
if lipase is deficient. 

The most accurate of all the tests devised 
to date for fibrocystic disease is the determina- 
tion of the concentration of electrolytes in the 
sweat. Sweat is collected from the anterior 
chest wall or from the back, on a gauze square 
which has previously been weighed. This 
square is covered with a piece of plastic sheet- 
ing and the edges are sealed. The patient is 
then subjected to a thermal stimulus for one 
hour, the gauze square is removed and the 
sweat is analyzed for sodium and chloride, 
after the square is weighed, the sweat is dis- 
solved, etc. The thermal stimulus may be ac- 
complished in older patients by enclosing 
them completely in a large plastic bag and in 
small infants by placing them in an incubator 
at 95° F, for an hour. These patients, particu- 
larly infants should be watched closely during 
the test, because with a large loss of sodium 
and chloride from the sweat they may show 
evidence of rapid salt depletion. This is by far 
the best test available to date. There has been 
only one negative test reported in 140 patients 
with fibrocystic disease.? A simpler method 
for producing the sweating has been suggested 
in which a parapsympathomimetic drug is in- 
jected intradermally and the sweat collected 
as above. The material used in the series 
studied, which gave comparable results to the 
thermally induced sweating, was Furmethide, 
but this drug is no longer being manufactured 
and bethanechol chloride (Urecholine) 0.5 
mg. has been tried. The amount of sweat pro- 
duced with this latter drug was not as great 
but in most cases was considered §satis- 
factory.'° 

A test has been suggested for the determina- 
tion of sodium and chloride in the saliva, but 
this test has not been shown to be reliable. 
While there is an increase in the sodium and 
chloride excreted in the mixed saliva, there is 
considerably more overlap in normal persons 
and patients with fibrocystic disease. 
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Recently another useful screening test has 
been devised by Shwachman which is a test 
for the determination of the amount of chlo- 
ride on the palms or soles. A medium is pre- 
pared with agar, silver nitrate, and potassium 
chromate and is poured into petri dishes. The 
chloride from the palm on contact with the 
medium forms a precipitate and results in a 
white handprint. Only a faint print is present 
with a normal subject and a definite white 
print is present in patients with fibrocystic dis- 
ease. This test must be standardized to some 
extent by having the patient wash and dry the 
hands thoroughly one half hour before since 
the duration of sweating, the amount of sweat- 
ing, etc. would tend to influence the results 
rather markedly."' 

Roentgenographic findings are often diag- 
nostic of this disease. In patients with 
meconium ileus in the newborn period, 





Figure I 


Meconium Peritonitis 
5 day old infant showing air under diaphragm, cal- 
cifications in peritoneal ong | (right upper quadrant ) 
and small caliber of large bowel, following barium 
enema. 





roentgenograms show the usual picture of 
obstruction, usually in the region of the small 
bowel, and if a barium enema is given, the 
colon appears small, but this latter is thought 
to be due to lack of distention from meconium. 
Calcifications have also been described in the 
meconium present and in the intestinal wall. 
Meconium peritonitis shows again character- 
istic findings on roentgenograms. Free air is 
frequently detectible on a flat film of the ab- 
domen and fluid is also seen to be present in 
the peritoneal cavity. Calcifications are present 
in the meconium in the peritoneal cavity and 
these have been noted to occur within 24 
hours of the perforation.'? (Fig. 1.) 
Roentgenograms of the lungs can be quite 
characteristic in fibrocystic disease. There is 
an increase in anteroposterior diameter, the 
diaphragm is flattened and the heart appears 
small. Obstructive emphysema of a general- 
ized nature is noted and this is frequently of 
a ball-valve type. (Fig. 2.) Widespread 





Figure 2A 


Emphysema with flattening of diaphragm, widened 
intercostal spaces, “barrel chest” and patchy areas of 
fibrosis. 
chronic bronchopneumonia is a characteristic 
finding in the lungs on x-ray examination and 
is proportional to the duration of the disease. 
There is a honeycomb appearance early and 
in more advanced cases, a snowflake appear- 
ance to the lungs. Abscesses may form later. 
(Fig. 3.) The organism frequently found in 
secondary lung infections in fibrocystic dis- 
ease is staphylococcus aureus and this tends 
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Figure 2B 
5 days later showed increase in bronchopneumonia. 


to give a fairly characteristic x-ray picture in 
itself with the formation of abscesses, cysts, 
etc. Lobar atelectasis is another characteristic 
finding on the x-ray examination of patients 
with fibrocystic disease and 10 per cent of the 
cases are reported as having this with the first 
pulmonary involvement. The right upper lobe 
is most frequently involved and then others, 
usually on the right. This is probably on the 
basis of an aspiration mechanism.® 


Treatment 

The treatment of this disease would ob- 
viously vary with the degree of involvement 
of the various systems. Pancreatic enzymes 
should be supplied if there is evidence of 
deficiency of the pancreatic secretions. They 
are usually given in the form of pancreatin 5 
grams 3 times daily with meals. With the use 
of these enzymes the digestion improves, the 
nutritional state returns to normal, and stools 








Figure 3 
Widespread bronchopneumonia with “snowflake” 
appearance. 
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are also improved. Also a positive nitrogen 
balance can be established and there is an in- 
crease in fat absorption.'? Water soluble vita- 
mins should probably be given in preference 
to the fat soluble form. The treatment of 
meconium ileus is surgical with removal of the 
meconium and usually the instillation of tryp- 
sin alone or in combination with the other pan- 
creatic enzymes in order to liquify the 
meconium. 

The lung involvement occurring with fibro- 
cystic disease cannot be attacked so directly 
as can the deficiency in pancreatic enzymes 
and treatment is largely symptomatic. With 
the advent of antibiotics there has been a 
definite difference in the survival time of pa- 
tients with lung involvement in fibrocystic dis- 
ease. Large doses of antibiotics are necessary 
and should be given while there is any evi- 
dence of infection by clinical or laboratory 
data. This usually involves months or years of 
oral antibiotic therapy. In advanced disease a 
barrier between the alveolar walls and the 
blood stream apparently develops so that anti- 
biotics given systemically do not reach the 
alveoli in high concentration. In such cases 
aerosol therapy with antibiotics and broncho- 
dilators is sometimes helpful and at times 
trypsin may be used to liquify secretions, This 
latter is irritating, however, and should be re- 
served only for extremely severe involvement. 
The aerosol therapy is usually given for 20 
minutes three times a day and is followed with 
postural drainage. In advanced disease an 
intermittent positive pressure breathing ma- 
chine may be helpful when the emphy- 
sematous state is present. Bronchoscopy is 
contraindicated in these patients since it has 
been shown to be ineffective in causing any 
satisfactory response. A lobectomy for atelecta- 
sis of a lobe occasionally is indicated if the 
atelectasis has been localized for more than 
six months, if no more than two lobes are in- 
volved and the other lung is free of infection. 
However frequently this fails to modify the 
general downhill course in these patients.® 

Increasing the productiveness of cough in 
patients with fibrocystic disease is good symp- 
tomatic therapy and postural drainage is 
frequently quite beneficial if the patient is not 
having severe enough respiratory difficulty so 
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that he can tolerate some slight further re- 
duction of his vital capacity during the period 
of drainage. The development of respiratory 
acidosis must be kept in mind in patients with 
pulmonary involvement due to fibrocystic dis- 
ease. Hypoventilation with a decreased alveo- 
lar ventilation occurs with increase in intra- 
thoracic pressure and also with obstruction as 
another possible cause. Depression of the 
respiratory occurs with respiratory 
acidosis and the patients breathe mainly on the 
stimulus of anoxia. If they are given oxygen 
this stimulus may be removed. However, 
clinically, adverse effects are not seen but 
one should be aware of this potential danger 
in administering oxygen to these patients 
although it is not recommended that it be 
withheld generally. If heart failure should 
occur digitalis should be used for a_ brief 
period only. When portal hypertension or 
hypersplenism is present the treatment again 
is surgical and a shunt procedure is usually 
done and good results are frequently obtained. 


center 


Because of the sweat gland abnormality, 
acute electrolyte loss occurs in hot weather in 
patients with fibrocystic disease.? This is, in 
effect, a pure salt depletion with a rapid loss 
of sodium and chloride from the extracellular 
fluid compartment while the intracellular fluid 
compartment remains relatively normal. The 
circulatory changes which occur in this con- 
dition are more severe than those encountered 
in pure water depletion. The effect of pure 
salt depletion is quite similar to the shock 
which follows extensive burns, severe trauma, 
or hemorrhage. The serum chloride is found 
to be quite low, the serum sodium quite low. 
while the serum CO, is normal. Usually the 
concentration of electrolytes in the sweat de- 
creases as the serum level decreases. However, 
in patients with fibrocystic disease there is a 
complete dissociation of this mechanism and 


sodium and chloride continue to be lost from 
namneee 


the sweat in high concentrations even though 
the serum levels may have reached quite low 
points. This condition should be suspected 
when patients with fibrocystic disease have 
vomiting and dehydration during hot weather. 
Hyperpyrexia, circulatory collapse, and coma 
follow in rapid succession. Death will ensue if 
this acute medical emergency is not treated 
promptly and vigorously to achieve restoration 
of sodium, chloride and water. The treatment 
is physiologic saline intravenously since this 
is urgently needed by these patients. Prophy- 
lactically it may be advisable to increase the 
sodium chloride intake in patients with fibro- 
cystic disease during hot weather and particu- 
larly should the parents be warned of the 
possible danger which these patients may en- 
counter when exposed to high temperatures. 
Prognosis 

The overall prognosis in patients with fibro- 
cystic disease depends on the completeness of 
the picture in the individual patient and the 
extent of involvement of the various systems, 
particularly the lungs and liver. The lung in- 
volvement is probably least effectively treated 
at present and accounts for 90 per cent of the 
deaths. There is a partial therapeutic effect of 
antibiotics on patients with this pulmonary 
involvement which has been shown to be the 
commonest cause of chronic non-tuberculous 
lung disease in the pediatric age. Secondary 
infection in the lungs may cause irreversible 
damage. However, if these patients reach late 
childhood without irreversible lung damage 
the findings may clear remarkably both clini- 
cally and on x-ray examination. Many of them 
are left in adult life with chronic pulmonary 
disease.® 

Summary 

A review of the evolution of the knowledge 
of fibrocystic disease has been presented. The 
pathogenesis and treatment of the various 
aspects of the disease have been discussed. 
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RESISTANT STAPHYLOCOCCIC 
ENDOCARDITIS CURED WITH 
NOVOBIOCIN 


A CASE REPORT 
C. WarREN Irvin, Jr., M. D. 
Columbia, S. C. 


which is produced from two strepto- 

myces organisms producing a single 
identical drug.': 2 They are marketed as Alba- 
mycin® and Cathomycin.** This drug is also 
apparently identical with Cardelmycin.***2 
It has been found to be quite effective against 
staphylococci and there is a very extensive 
bibliography available in regard to all phases 
of its use. The present case is of interest in 
that a patient with bacterial endocarditis was 
cured after apparent failure with other anti- 
biotics. 

Case Report: An 18-year old, colored, married 
female was admitted to the Rheumatic Fever Service 
of the Columbia Hospital on September 3, 1956 be- 
cause of chills, fever, and pain in the fingers and toes, 
headache and cardiovascular abnormalities. The pa- 


N net is a relatively new antibiotic 


tient apparently had rheumatic fever in 1950, but de- 
tails of the illness are lacking. Two years prior to 
admission she delivered a normal child without show- 
ing any signs of congestive heart failure or other ab- 
normalities. One month prior to admission a tooth was 
extracted and one week following this extraction she 
began having severe headaches, chills, fever, and 
pain in her fingers and toes. Roughly seven days after 
the onset of this illness she aborted spontaneously a 
2% months fetus. Her chills, fever and illness con- 
tinued, however, in spite of penicillin therapy and 
she was admitted for further treatment and care. 

The patient was an acutely ill, colored female with 

*Trademark of The Upjohn Company. 


°° Trademark of Merck, Sharp & Dohme. 
°° °Trademark of Pfizer & Company. 
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some questionable nuchal rigidity and numerous 
splinter hemorrhages in the nailbeds. Petechiae were 
scattered over the conjunctiva and mucous mem- 
branes, as well as the skin. The blood pressure was 
140/50 and examination of the heart showed slight 
enlargement and a loud, regurgitant, diastolic de- 
crescendo-type murmur heard over the entire pre- 
cordium, loudest at the base. A definite systolic mur- 
mur and a thrill were also present in this area. At 
times the murmur was thought to be loudest in the 
pulmonic rather than the aortic areas. The spleen was 
not palpable and there were no findings to suggest 
congestive heart failure. 

Shortly after admission a single blood culture was 
obtained and the patient was started on penicillin 
prior to being seen by this observer. Eight subsequent 
blood cultures were obtained after the administration 
of penicillin which were all negative. Initial blood cul- 
ture, however, subsequently grew hemolytic Staphlo- 
coccus aureus, coagulase negative. Hemoglobin was 
7.5 gm. per 100 ml. on admission and remained low 
throughout the illness in spite of transfusions. White 
blood count was 16,300 on admission with 87% seg- 
mented forms, 2% eosinophiles, 10% lymphocytes 
and one per cent monocytes. Serial white blood counts 
ranged between 16,000 and 6,000, and at no time 
was there any granulocytopenia. Urinalyses showed 
varying amounts of albumin which cleared towards 
the end of the hospital stay. On October 20, 1956 
total bilirubin was 1.25 mg. with .25 direct bilirubin. 
Icterus index was 17 and 20 units, respectively, on 
two occasions. 

Roentgenograms of the chest showed marked 
cardiac enlargement, more to the left than to the 
right, without significant vascular changes or decrease 
in heart size throughout the hospital stay. Serial 


371 


























electrocardiograms first showed evidence to suggest 
myocarditis and later tracings suggesting either in- 
creasing left ventricular hypertrophy or myocarditis. 
No evidence of right ventricular hypertrophy was 
noted. 

The patient’s temperature, on admission, was 104° 
F. and she was started on penicillin, one million units 
intramuscularly every four hours. At the end of four 
days there apparently was no response to this medica- 
tion and novobiocin (Albamycin) 500 mg. every 4 
hours was given orally in addition to the penicillin, 
which was increased to one million units every two 
hours. On the 9th hospital day, or five days after this 
regime had started, the patient’s temperature began 
to fall toward normal, but after 48 hours of apparent 
response, began to rise again. At this time penicillin 
was discontinued and erythromycin (Ilotycin) 200 
mg. every 4 hours was given in conjunction with the 
Albamycin. The patient’s temperature continued to 
rise in spite of these two medications, and on the 
14th hospital day the patient was seen to be critically 
ill. These two drugs were therefore discontinued and 
the patient was started for the first time on pro- 
benecid (Benamid) 0.5 gm. every six hours and 
aqueous penicillin, five million units every four hours. 
On this regimen the patient seemed to respond 
initially with a gradual fall of temperature toward 
normal, but at the end of one week of this therapy, 
temperature had risen again to 105° F. and a severe, 
almost exfoliative skin rash had developed. In spite 
of the rash the medication was continued until 
September 26, 1956 at which time it was discontinued 
when intravenous novobiocin was first made available 
to us.° The patient was given Albamycin 500 mg. 
intravenously on September 27, but because of the 
difficulty of administering the medication by vein, on 
the following day intramuscular Albamycin was given 
every 12 hours in the amount of 500 mg. This was 
continued without interruption for seven days, during 
which time the patient showed marked improvement; 
the rash cleared and temperature fell gradually to 
levels between 100° F. and 101° F. orally. At the 
end of this time novobiocin for intramuscular use was 
no longer available and the patient was started on 
novobiocin orally, one gram every four hours. This 
was tolerated well for the first four to five days, until 
some nausea developed. This was well controlled by 
the use of chlorpromazine (Thorazine), 25 mg. by 
mouth, one-half hour prior to each dose of novo- 
biocin. This medication was continued at this level 
for 36 days without further signs of toxicity, skin 
rash, or other difficulty. Icterus index was slightly 
elevated, but this was felt to be due to the pigment in 
the drug, rather than actual liver damage, although 
cephalin flocculation was ++ after approximately 15 
days of administration of this drug. 

After discharge from the hospital the patient: has 
continued to do well in regard to bacterial recurrence. 


*Through the courtesy of Dr. J. A. Dugger of The 
Upjohn Company. 


She shows signs of considerable valvular deformity 
and careful study, including cardiac catheterization at 
another institution, has shown no evidence of pul- 
monary valvular disease, in spite of the seeming loud- 
ness of the murmur in this area. 

Discussion: This case presents several interesting 
facets. The patient presented a staphlococcal septi- 
cemia which subsequently proved to be resistant to 
extremely large doses of penicillin and also moderate 
doses of novobiocin, as well as erythromycin, by 
mouth. In spite of previous treatment with novobiocin, 
the patient did respond to large doses of this medica- 
tion parenterally and maintained this response to ex- 
tremely large oral dosages (6 grams daily) without 
evidence of any significant toxicity from the drug. 

Novobiocin is known to develop resistance fairly 
rapidly in a step-like fashion in vitro!. 3. 4. 11, 13 
and response in vivo after previous treatment is note- 
worthy. The medication was given in conjunction with 
other antibiotics and no synergysm could be detected 
clinically when used with penicillin and later with 
erythromycin.4. 5 As our patient did not receive 
chloramphenicol, no comparison with this medication 
can be made.5 

The number of cured cases of bacterial endo- 
carditis is relatively small when organisms other than 
Streptococcus viridans and medications other than 
penicillin and streptomycin are used.6. 7 This patient 
is definitely cured as she has been followed well over 
a year without recurrence. This suggests that the 
medication in high dosages may be _bacteriocidal 
rather than  bacteriostatic.4 Our patient received, 
following the parenteral therapy, three times the 
usual dose, which may have contributed to the eradica- 
tion of any residual focus of infection. 

This patient actually had a severe skin rash prior 
to the institution of intravenous novobiocin, pre- 
sumably due to penicillin, which actually cleared dur- 
ing the administration of novobiocin and no further 
rash occurred. The presence of skin sensitivities and 
rashes is apparently a significant limiting factor in the 
use of this medication, but fortunately did not appear 
in this case. Neither did any evidence of agranulo- 
cytosis or granulocytopenia occur, in spite of pro- 
longed and intensive therapy. The presence of a 
slightly elevated icterus index in this patient was felt 
to be due to a pigment known to be present in this 
medication and perhaps did not concern us enough in 
view of the slightly positive cephalin flocculation 
test.14 She, however, showed no other signs to sug- 
gest decreased liver function, and continued to show 
symptomatic improvement throughout this entire 
period of time. It is also of interest that at no time 
did the patient develop any diarrhea or gastro- 
intestinal symptoms, in spite of the extremely high 
dosages of medication which were used. Toxic re- 
actions are a serious problem with the drug, occurring 
in as high as 18.7% of cases,8. 9.12 and death has 
been reported,10 
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Summary: A patient is presented in whom 
staphylococcal endocarditis resistant to large 
doses of penicillin and moderate doses of 
novobiocin and erythromycin by mouth was 
treated with large doses of novobiocin intra- 
venously and extremely large doses of novo- 
biocin orally with resulting cure. No signs of 
toxicity occurred from the use of this drug in 
spite of prolonged medication. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


Hypothyrodism 


Dae Groom, M. D. 
Department of Medicine 


Case Record—Anemia which failed to respond to the 
usual measures of treatment was the presenting com- 
plaint of a 39 year old nurse. At one time she had 
been treated for hypothyroidism but had taken no 
thyroid medication for several years. Since then she 
had gained 15 lbs. in weight and had become aware 
of dryness of the skin, loss of hair, physical weakness 
and various gastro-intestinal disturbances. 

On examination her skin was pale, dry and scaly, 
the hair of the scalp and eyebrows sparse and coarse. 
She did not have the typical “myxedema facies” or 
demeanor but her voice was somewhat raspy, and the 
relaxation phase of her Achilles reflexes was prolonged 
(Woltman’s sign). 

Laboratory studies revealed a normocytic, normo- 
chromic type of anemia with a hemoglobin of 9 grams 
and hematocrit 34, Blood cholesterol was elevated— 
266 mg./100 ml. The basal metabolic rate was re- 
ported as minus 26. 


Octoser, 1958 


The patient improved remarkably on treatment 
with dessicated thyroid which was started in a daily 
dosage of 10 mg. and gradually increased to 100 mg. 
over a period of 3 months. Her electrocardiograms 
before and after treatment are illustrated. 
Electrocardiogram—A comparison of these two 
tracings is of much more significance than any single 
abnormality. Prior to treatment the P waves are al- 
most indistinguishable, voltage of QRS complexes 
moderately low, the T waves generally flattened or 
inverted, and the rate (as determined by the R-R 
interval of 0.88 sec. of aVR) is 68 per minute. For 
this rate the Q-T interval of 0.44 sec. is abnormally 
long. 

Three months after thyroid therapy was begun the 
ECG is normal. Voltage of all the complexes has in- 
creased strikingly, the T waves are of proper polarity 
and amplitude, and the Q-T interval has shortened to 
0.36 sec.—more than can be accounted for by the 
increase of heart rate to 77. 

The electrical axis is vertical, depolarization being 
directed toward the left leg and away from the two 
arms which show predominantly downward QRS de- 
flections. 

Discussion—It is almost traditional that electrocardio- 
grams showing low voltage of all complexes and slow 
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heart rates suggest hypothyroidism. Flattening or in- 
version of T waves, and perhaps prolongation of the 
Q-T interval lend additional weight. Although the 
reversibility of these changes following thyroid therapy 
is unique, they are in no way pathognomonic of hypo- 
thyroidism. Rather, they provide corroborative evi- 
dence—and sometimes the initial clue—for this diag- 
nosis. 

Apparently hypothyroidism can cause an actual re- 
duction in the electrical potentials generated in the 
heart. This applies to the potentials of both depolariza- 
tion and repolarization, in the atria and the ventricles. 
Conceivably the decrease in voltage may be a 
manifestation of the general retardation of physio- 
logical processes (e.g., of gastrointestinal function, 
hematopoiesis, cerebration, heat production), but the 
reasons for a change in polarity of the T waves are 
less clear. One would expect a uniform diminution of 
repolarization potentials throughout the myocardium 
to result simply in lower, flatter T waves—unless the 
direction of repolarization were altered. Possibly in 
some cases, such as this one, repolarization is 
sufficiently delayed (prolonged Q-T interval) to re- 


verse its direction. The secondary anemia would seem 
an unlikely cause. It is of interest that administration 
of potassium causes some metabolic T wave ab- 
normalities to disappear, though this may entail con- 
siderable hazard. 

The so-called “myxedema heart” is said to occur in 
half or more cases of myxedema, especially in middle- 
aged women, and to be characterized by diffuse 
cardiac enlargement (the “ham-shaped heart”) having 
poor pulsation of its borders as observed fluoro- 
scopically, decreased cardiac output and bradycardia. 
The enlargement has been attributed to an edematous 
infiltration of the myocardium akin to that observed 
in the subcutaneous tissues. Congestive failure may 
occur and is notoriously refractory to the usual 
measures of treatment, as are the cardiac manifesta- 
tions of hyperthyroidism. An occasional accompani- 
ment is pericardial effusion; this, it should be noted, 
can itself produce some of the same electrocardio- 
graphic abnormalities as myxedema. There is recent 
evidence that coronary atherosclerosis may be ac- 
celerated by the hypercholesterolemia of thyroid de- 
ficiency. 
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From the cardiac standpoint it is highly important 
o begin thyroid therapy with small doses. The 
‘ensitivity to the drug of patients with true myxedema 
is such that severe palpitation or actual angina or 
ongestive failure may result if the average main- 
tenance dose of 100 mg. or so is given initially. Usual 
practice is to start with about 10 mg. per day, in- 
creasing every week or two by increments of 10 mg. 
iccording to the clinical response. 

This case illustrates the influence of endocrine 
function on all complexes of the electrocardiogram. 


TUBAL PLASTY 
Epwarp J. Dennis, M. D. 


Department of Obstetrics and Gynecology 

A 29 year old gravida 1, para 1, was admitted to 
the Medical College Hospital on April 8, 1958 for 
tubal reconstruction. 

Significant past history indicated that in 1950 she 
had a spontaneous delivery of a living female infant 
at term. Her antenatal, intrapartal and _postpartal 
courses were uncomplicated. 

In 1951 she was admitted to the hospital for ex- 
ploratory laporotomy with a preoperative diagnosis of 
ruptured ectopic gestation. This apparently was not 
confirmed at surgery, however, at that time, steriliza- 
tion by tubal ligation was performed for unknown 
reasons. 





FIGURE I 





She was evaluated in June of 1956 as a possible 
candidate for tubal reconstruction. A hysterogram 
taken at that time (Fig. 1) revealed normal size and 
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configuration of the endometrial cavity but bilateral 
tubal obstruction at the cornual portion of the uterus, 
since no dye was seen to enter either fallopian tube. 

The patient was first seen in consultation in Septem- 
ber of 1957 at which time she was admitted to the 
Medical College Hospital for evaluation of headaches. 
Routine pelvic examination was normal. Endometrial 
biopsy on the patient was reported as showing good 
secretory or progesterone effect. 

Examination of the patient’s husband was normal. 
Sperm count done in February, 1958 showed him 
to be in the highly fertile category. 

The problems of tubal plasty procedures as well as 
the results predicated on the basis of statistics were 
discussed in some detail with the patient. She felt 
that in spite of a poor chance of success, she wished 
to have the procedure done. 

Laporotomy was performed on April 9, 1958 and 
exploration revealed the uterus to be normal in size 
and configuration. The proximal two thirds of the 
right fallopian tube was absent, but there was a nor- 
mal ovary on the same side. On the left, the fallopian 
tube appeared to have been ligated 1.5 cm. from the 
cornu. The ovary was completely normal. 

The area of ligation on the left was then excised. 
The proximal portion of the remaining tube was ob- 
structed since a probe could not be passed into the 
endometrial cavity. A probe was then passed with 
ease from the fimbriated end of the left tube to the 
point of excision, demonstrating 5 to 6 cm. of normal 
patent fallopian tube. A Weisman borer was then 
used to make an entry into the uterus just posterior 
to the obstructed tubal stump. The uterus was then 





FIGURE 2 
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opened transversely across the fundus and_ tubal 
mucosa sutured to endometrium under direct visual- 
ization. A polyethylene tube was anchored to the 
peritoneum of the infundibulopelvic ligament with 
00000 chromic catgut, the tube having previously 
been passed through the fallopian tube into the endo- 
metrial cavity and out through the cervix into the 
vagina. Following closure of the abdominal wound, 
the tube was fixed to the cervix through the vaginal 
approach with 000 silk. The patient’s postoperative 
course was uncomplicated and she was discharged 
from the hospital on the sixth postoperative day. 

She returned to the office on May 27, seven weeks 
after the operative procedure, and the polyethylene 
tube was removed through the vagina after the silk 
fixation sutures in the cervix had been removed. 

On the tenth of June, 1958 a hysterosalpingograin 
revealed a patent left fallopian tube (Fig. 2). 

Discussion: The varied methods of tubal reconstruc- 
tion presented by different authors attest to the very 
poor results based on occurrence of conceptions, and 
even more important, viable infants following such 
procedures. 


It is of interest to contrast the results of a compila- 
tion prepared by Greenhill in 1936 with that of a 
subsequent questionnaire in 1956. 

In 1936, the pregnancy rate following surgery was 
about 6.6% with a 4.4% live birth incidence. In 
1956, the pregnancy rate had increased to 19.1% and 
the live birth rate to 15.1%. 

He has admittedly changed his opinion from that 
of condemnation to one of reserved recommendation, 
provided the procedure is limited to patients in whom 
intrinsic disease processes have not destroyed the 
functional capacity as well as the patency of the 
fallopian tubes. 

Undoubtedly the factors responsible for this im- 
provement in pregnancy rate are first, the develop- 
ment of polyethylene tubing and its utilization in the 
procedure, and, secondly, meticulous attention to the 
details of the operation and careful selection of cases. 


Summary: A case of tubal occlusion secondary to 
surgical ligation is presented. 

The establishment of patency by reconstruction is 
demonstrated. 


SOCIAL SECURITY FOR PHYSICIANS? 


THOMAS PARKER, M. D. 
Greenville, S. C. 


In the consideration of social security in general, 
it might be well to start with the premises upon 
which the social security program is based. 

The first is that everyone upon attaining a given 
age or condition of decrepitude is entitled to 
federal benefits, primarily money, but possibly other 
services. As the grasshopper sang, “The world owes 
me a living”. Under certain conditions the benefits 
may be denied because of excessive residual initiative 
or failure to comply with technicalities. 

The next proposition is that it is right for everyone 
to be forced to provide these benefits for himself. 
This, of course, is the authoritarian concept that it is 
right actively to force people to do something some- 
one else thinks is right, as opposed to the libertarian 
concept that force should be used only to prevent 
wrong-doing. One has to use force occasionally to 
train animals and children, but authoritarians treat 
adults as children. 

Third, the force to be exerted for the provision of 
these benefits is taxation. It is assumed that this is a 
fair, democratic and desirable means. 

Fourth, it has been asserted that since taxation is 
used for the provision of the benefits, those being 
taxed are paying their own way. It is becoming in- 
creasingly obvious, however, as Congress changes the 
law year after year increasing “benefits” and taxes, 
that the present beneficiaries did not provide that 
which they receive, but that it is in reality federal 
largesse, extracted from present taxpayers who will 


have to get theirs later from still other and younger 
taxpayers. For those who receive benefits to provide 
them for themselves, it is obvious that taxes should 
be collected before benefits are disbursed and _ that 
once a person becomes a beneficiary, his benefits are 
fixed, because he will never pay any more taxes. In 
a backhanded though important way, the federal 
government recognizes that social security payments 
do not represent earned income, since they are 
classified as charity and hence tax-exempt. 

There are many reasons why doctors should oppose 
being included in social security. Perhaps the most 
obvious is that the system is financially unsound. Prior 
to this year, social security income exceeded outgo, 
primarily because eligible beneficiaries represented 
only a small percentage of those included in the sys- 
tem. The majority of those paying taxes were not 
eligible to receive benefits. This year, however, as 
more and more people became eligible to receive bene- 
fits, payments exceeded receipts. Although taxes are 
scheduled to rise progressively every few years for 
some time, there are many who feel that income will 
never again exceed disbursements for very long, even 
without the addition of extra benefits by Congress 
every year or two. Liability for present promised bene- 
fits will always exceed the estimated income. And how 
high can such taxes go? For the self-employed they 
are presently scheduled to reach 6% by 1975, but in 
some South American countries now they are 25% 
of payroll, and in France as much as 35% of payroll. 


376 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








Bill S. 3508, proposed by Senator Morse, would 
periodically increase the tax rate so that by 1975 the 
employee and employer each would be paying 5.5% 
on a wage base of $6,000, and self-employed would 
be paying 8.25%. Certain increased benefits in public 
assistance are provided and the funds for this in- 
crease would come from increased appropriations from 
general revenues. One should realize that the social 
security taxes are deducted prior to income taxes and 
there are no allowances for dependents, etc., so that 
this is an additional tax on gross income. (JAMA, 
July 19, 1958, p. 1520). 

In addition, there are those equipped to calculate 
such things who estimate (for social security experi- 
ence and practice do not permit sound actuarial com- 
putation) that the present obligations of the social 
security system exceed 280 billion dollars—more than 
the current, nominal national debt. This sum _ is 
represented by 20 million dollars in cash—the petty 
cash account which, with the tax income, keeps the 
present payments going—and the remainder in gov- 
ernment bonds, the actual cash having been trans- 
ferred to the general treasury funds and spent. This 
means that when the social security system needs its 
money for payments, it must endeavor to redeem its 
bonds, which can only be done by collecting the cash 
a second time from the taxpayers. 

In addition to the above financial consideration, it 
should be said that in other countries which have pro- 
vided social security, such as Germany and England, 
the special taxes counted upon to support the system 
have proven inadequate and general tax revenues 
have had to be tapped. But what excess general 
revenues are available to the United States, currently 
operating annually billions of dollars in the red, and 
where shall we find a daft, rich uncle to subsidize our 
folly for free? : 

In addition to the disreputable financing described 
above, it should be realized that social security num- 
bers have no cash surrender value or value as col- 
lateral, as conventional insurance policies do—since 
indeed, as explained, the so-called savings have al- 
ready been spent, and benefits promised are not 
guaranteed, but dependent upon the whim of Con- 
gress which can change the law any time. 

Further discussion of the premise that everyone 
is entitled eventually to a government subsidy is in 
order. At least in the world of nature, both amongst 
animals that operate as individuals and those that are 
organized into. communities; in’ order. to receive, one 
must -produce. (We hope that the consideration of 
man as an animal is not offensive, but in discussing 
sociological problems we must use sociological con- 
cepts; and in the welfare state we are discussing 
animal husbandry, with no regard for morals.) By 
analogy at least, therefore, only individuals who are 
or who have been productive should receive such 
benefits—which in turn is the capitalistic concept, as 
opposed to the welfare state proposal. Nonproducers, 
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therefore, if they receive benefits, would receive them 
as charity for moral reasons (again a capitalistic con- 
cept), and not as a right. 

The proposal that individuals should be forced to 
provide for themselves is intriguing. One suspects that 
often the presentation of such schemes as good will 
toward men is quite the reverse, and is composed of 
a combination of a desire to do good with soméone 
else’s goods (assumption of un-earned power), the 
unwillingness personally to provide for others, and 
contempt for the abilities and standards of one’s fel- 
low men. Surely all doctors have seen old people who 
prefer their own squalor to the opulence. of institutional 
residence. 

The necessity of forcing everyone to provide for 
himself is presented as the only alternative to a situa- 
tion of distress otherwise intolerable. As a matter of 
fact, there are two traditional alternatives. The first is 
that the individual should be. allowed to do without 
if he so chooses, like the grasshopper in Aesop’s fable. 
The other is for wealthy philanthropists to alleviate 
the conditions through endowments, foundations and 
memorials. It is, of course, true that such charities do 
not alleviate all the existing distress—but it is also 
true that they are usually administered in such a way 
as not to create pauperism and additional need. Of 
course, for a confirmed socialist, both wealth and 
philanthropy are as objectionable as economic suffer- 
ing; indeed they are themselves varieties of economic 
illness, and should be done away with. 

As regards taxation, it should merely be mentioned 
that all methods of taxation are not fair and equal, 
and that one must always consider whether the pur- 
pose of taxation is to raise money for legitimate gov- 
ernmental functions, or to produce forcible economic 
change or redistribution of wealth under the guise of 
legal respectability. Whether the taxpayer is in fact 
paying his own way, or the way of another, would 
also seem pertinent. 

The rules governing eligibility for social security 
benefits are so strange and changeable that they will 
not be discussed here. Suffice it to say that if the bene- 
fits are rights provided by taxation, or gifts provided 
by federal largesse, it hardly seems just to deny them 
to anyone superficially eligible on grounds of age or 
decrepitude because of minor technicalities. 

The objections to the social security system given 
above are general and apply-to people in all classes of 
life. There are, however, particular reasons that 
should cause doctors te-wish-not to be included. The 
first is that physicians rarely retire at the age of 65. 
If they don’t, and-earn $1200 per year from -their 
profession, they will receive no benefits until they 
reach 72—so that the chances of their benefits equal- 
ling their payments are poor, given normal life 
expectancy and fair health. The second is that, barring 
trick situations such as that of the young physician 
who became the father of twins eighteen months after 
he entered the social security system and then dropped 
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dead, they can obtain better insurance cheaper from 
private companies, and this coverage, in addition, will 
have cash surrender and collateral value and a 
guaranteed eventual payment 
financial success the insured person may have 
achieved in the meantime.! A situation so much more 
common and probable that it can hardly be called 
trick is given in the Journal of the South Carolina 
Medical Association for July 1958: “Social Security 
says: ‘A wife or widow under 62 or the divorced wife 
of an insured person may receive payments only while 
she has in her care a child (under 18 years of age) 
who is entitled to monthly payments.’ Thus, many 
widows who married in their twenties and lost their 
husbands in their forties, would not receive any 
survivors’ benefits until they reached age 62 because 
their children would be 18 or older.” It cannot be 


Oxapentamethylenediethylene Thiophosphoramide 
(OPSPA) in the Treatment of Human Cancer. Forde 
A. McIver, A. R. Curreri, Francis R. Russo, Glen S. 
Hogle, Robert F. Schilling, and Walter H. Jaeschke 
(Charleston ). Ann. New York Acad. of Sc., 68: 1183, 
1958. 

N-(3-Oxapentamethylene)- N’, N” - diethylenc 
thiophosphoramide (OPSPA) is an alkylating agent 
which was synthesized on theoretical grounds based 
upon previous experience with triethylene melamine 
(TEM) and triethylene thiophosphoramide (Thio- 
TEPA). The present report is a record of the use of 
OPSPA in 102 patients by persistent therapy (Group 
I) and in 68 patients by intermittent courses (Group 
II). Nearly all of the patients selected for study are 
cases of solid tumors with far advanced disease. 
Evidence of significant benefit is shown in one case 
of granulocytic leukemia, one case of lymphocytic 
leukemia, and one case of reticulum cell sarcoma. 
Evidence of tumor effect in nine other cases is pre- 
sented, but the significance of these cases is less clear. 
No enhancement of therapeutic value and no pro- 
tection of the hematopoietic system is provided by 
the addition of ACTH or Cortisone to the regimen for 
OPSPA in Group II cases. 


A Dietary Study in Haiti. Faye W. Grant and Dale 
Groom. Jour. Amer. Dietetic Assoc. 34: 708, July, 
1958. 


regardless of the 
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denied that it is possible for physicians of 63 to ent: 
the system, make payments for 18 months, and the 
retire and draw lifelong benefits; but surely mo: 
physicians are not looking for a chance to defrau 
their fellow citizens and descendants through lega 
technicalities. 

The final reason for physicians is this. No one cai 
in good faith and with honor seek to obtain federal! 
cash benefits for himself and his family, but oppos: 
on lofty moral grounds the provision of federal medical 
benefits (socialized medicine), such as are currently 
proposed in the Forand Bill, for example. No honor 
able person should exchange his birthright for a mess 
of pottage. 

Thomas Parker, M. D. 


1. Webster, R. C. and Coffey, R. L. JAMA: 162:231 
(Sept. 15, 1956) 


As part of a research study on the incidence and 
degree of coronary and aortic atherosclerosis in the 
Negroes of Haiti as compared to the Negroes of the 
Charleston, South Carolina area, the dietary habits 
as well as autopsy specimens in both population 
groups were investigated. This publication reports a 
survey of typical diets of upper, middle, and lower 
class Haitians. A similar study in the South Carolina 
group is to be reported in a forthcoming companion 
publication. 

Average diets of more than 100 families and in- 
dividual adult subjects ranged from 1,000 to 2,300 
calories per adult per day, with mean protein intakes 
of 25 to 72 grams, and fat 27 to 94 grams. More than 
half of the adults weighed were from 5 to 30% be- 
low United States weight standards for height and 
sex. Haiti’s economy of scarcity, typical of that of 
many peoples of the world, affects profoundly the 
nutrition of its people. 


Spectrophotometric Examination of Hemoglobin, 
W. M. McCord, M. D. and R. H. Gadsden, Ph. D.., 
Am. J. Clin. Path. 29. 403-411, May 1958. 

Absorption spectra of hemoglobins A, S and C were 
determined in the 200 - 700 millimicron region. Small 
differences in the spectra of the various hemoglobins 
were demonstrated. 
























PRESIDENT’S PAGE 


A physician may choose whom he may serve. In an emergency, however, he should render 
service to the best of his ability. Having undertaken the care of a patient, he may not neglect 
him; and, unless he has been discharged, the doctor may discontinue his services only after 
giving adequate notice. He should not solicit patients. 


While it is perfectly permissable and true that any doctor can choose whom he will serve, 
it would be a tragic mistake for him to refuse a call to a bona fide emergency case except in 
the event of the physician’s illness or his attendance on another case that he may not safely 
absent himself from temporarily. All of us have had this situation arise many times in our 
practice. Whether the patient’s personal physician arrives or is not seen until later all ethical 
doctors will advise him about the condition of his patient, the treatment administered, and 
retire from participation in the handling of the case. 


During our practices we are sometimes urged by laymen to criticize the treatment meth- 
ods employed by one of our fellow physicians. If, as doctors, we should fail to employ the 
proper ethical procedures in such cases a general disregard for all of our moral pinciples 
would ensue. 


The South Carolina Division of the American Cancer Society, 1001 Main St., Columbia, 
S. C., has a number of medical films on the cancer problem that are available to hospital 
staff or county medical society groups. These films have projection times of between 15 to 35 
minutes and may be borrowed for showings by writing to the above address. 


The scientific program for the May meeting in Columbia should be interesting to all 
groups as it will cover surgical, medical, obstetrical, pediatric, orthopedic and urological 
speakers. It is in its final phase of development and should be completed in a short time. 


R. L. Crawford, M. D. 
President 
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CONFERENCE ON HANDICAPPED 
CHILDREN 


In the spring of 1957 a successful confer- 
ence of the many people and agencies con- 
cerned with children with handicaps of vari- 
ous kinds was held in Columbia under the 
auspices of the Nemours Foundation. The pro- 
ceedings of the conference have been pub- 
lished and give a clear picture of what is being 
done for the handicapped child in South 
Carolina. 

To discuss progress in this field, another 
conference under the same arrangement is 
planned for November. The tentative program 
is to be found elsewhere in this issue of the 
Journal, and it is expected that a very bene- 
ficial meeting (which is open to all who are 
interested ) will result in a fresh evaluation of 
activities and planning for further improve- 
ments. 


ADENOVIRUS VACCINATION 


With increasing knowledge of reasonably 
successful vaccination against the adenovirus 
infections comes the development of com- 
mercial vaccines and a certain pressure of ad- 
vice as to their general use. 

A recent article gives insight into the neces- 
sity of general vaccination in terms of fre- 
quency of occurrence of the infection. Con- 
trary to the available information on the high 
incidence in military recruits is the result of 
a study covering a four year observation of a 
university student group and a shorter period 
of study of third grade school children. In the 
first group with respiratory disease only one 
per cent of cultures showed adenovirus, and 
in the second group of well children only 3 
adenoviruses were isolated from 1194 throat 
swabs. This small incidence of these viruses 
makes the authors feel, as have other investiga- 
tors, that general public vaccination is not in- 
dicated. Individuals may wish to protect them- 
selves against the remote chances of adeno- 
viral infection. New England J. Med. 259:464 


Editorials 








THE LIBERAL EDUCATION IN 
MEDICINE 
Recent Russian technological progress has 
made us all aware that we must push fast to 
surpass our competitors. The surge of concern 
over our apparent deficiencies has led to great 
public interest in the encouragement of tech- 


nical education and skill, possibly with a 
parallel development of disfavor for the more 
liberal educational elements. The same trend 
in medical education is not new, and has long 
concerned medical educators. 

In early American medicine, the one practi- 
tioner in ten who achieved the degree of doc- 
tor of medicine was a man of rather broad 
education. Such an achievement was desired 
and accepted. Later, emphasis on the liberal 
training was removed, so that the proprietary 
schools turned out large numbers of poorly 
trained practitioners who could meet the in- 
creasing demand for medical services. Only 
after the beginning of the present century was 
there a real return to the feeling that a physi- 
cian should be a man of education in the 
liberal arts, which provided a mental disci- 
pline essential to the proper practice of medi- 
cine. A few voices crying in the educational 
desert were heard but not heeded. Even as 
late as 1910 there was expression of a feeling 
that technical demands of medicine were so 
great that liberal preliminary training was ex- 
cluded. 

In 1909 Dr. W. F. R. Phillips, one time pro- 
fessor of anatomy at the Medical College of 
South Carolina expressed the same idea. but 
by 1918 he had changed his opinion so much 
that he voiced the thoughts which were de- 
veloping rather generally as follows; 

“Experience has shown unmistakably that progress 
in mediciné has been often halted by the intellectual 
habit of seeing only straight ahead. Progress in medi- 
cine, efficiency in individual practice, would un- 
doubtedly be greater if medical men could have more 
extensive acquaintance and familiarity with the facts 
and views of nature which are constantly being con- 
tributed by workers in other fields of endeavor. We all 
wish progress to be made in our profession and, I be- 
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lieve, the best way to make that progress is by keeping 
in touch with what is going on in other fields about 
us. Our profession, our science, is in reality built so 
largely on the general foundations of knowledge, as 
largely as it is on the special foundation that we made 
in our medical curriculum, and the best educational 
preparation to bring to the study of medicine is the 
study of everything else than that which one will 
study specifically in the medical school.” 

Changes in medical education soon went 
along with the broadening of the curricula of 
other fields. Premedical requirements were in- 
creased and subjects of study other than the 
technical were encouraged. Dr. Phillips had 
more to Say; 

“Now, there is one serious objection to prescription 
in relation to preliminary preparation to the study of 
medicine, and it is this: Medicine is a specialization 
in the field of knowledge; . . . Now, the whole trend 
and tendency of specialization, in medicine or in any 
other profession or business, is toward . . . intellectual 
obliviousness to all except the special purpose for 
which the special education was had and for which 
the profession or business exists.” 

Many others spoke along the same line. 

“Nowhere in the literature is there a clearer in- 
timation of the changes to come than in an article by 
Dr. Robert Wilson, Jr., of Charleston, South Caro- 
lina. "The living human being is not reducible to 
physical and chemical reactions; he is a psychological 
being as well, and is the product of long and complex 
heredity modified by his peculiar social environment, 
an understanding of which fact is essential not only 
to the proper handling of patients, but to the com- 
prehension of the social and economic bearings of 
pathological conditions.’ ” 

The use of these quotations does not imply 
that our Medical school was the leader in this 
movement, but obviously the representatives 
of the College were ready to do their part in 
calling the tune for the times. 

But the tune has not been well played—A 
recent statement says; 

“The Committee was impressed by the extent to 
which narrow vocationalism dominated the minds of 
many students in our colleges of liberal arts. These 
students have little or no conception of the meaning 
of liberal education; they have come to college to 
prepare themselves to earn a living.” 

The excellent article’ from which most of 
these remarks have been taken concludes: 

“Unless all. signs fail, we are now experiencing 
another scientific .revolution—this time with the focus 
on the physical sciences. The lesson of history is clear; 
again. there is a choice to make between the im- 
mediate goals of technical skill and the deferred goals 


Octoser, 1958 


of liberal education. The pressure of present-day 
scientific needs is great. It will take clear vision and 
monumental tenacity to maintain an optimum bal- 
ance between technical and liberal studies.” 

°K. P. Bunnell: Liberal Education and American 
Medicine. J. Med. Educ. 33:319. 


A MEDICAL LITANY 


The following, an extract from a letter pub- 
lished in the British Medical Journal in 1953, 
was written by Sir Robert Hutchison, Bart., 
M.D., F.R.C.P., Hon. LL.D. (Edin.) and 
D.Sc. (Oxon), Consulting Physician to The 
London Hospital and to The Hospital for 
Sick Children, Great Ormond Street; Past 
President of the Royal College of Physicians 
of London, and Past President of the British 
Paediatric Association. Sir Robert, living in 
retirement, is 88 years of age. 


“From inability to let well alone; from too 
much zeal for the new and contempt for what 
is old; from putting knowledge before wisdom, 
science before art, and cleverness before com- 
mon sense, from treating patients as cases, 
and from making the cure of the disease 
more grievous than the endurance of the same, 
Good Lord, deliver us.” 


REPORT OF DELEGATE TO THE 


Sunday afternoon at the Annual Conference of 
Presidents and other officers of state medical associa- 
tions four speakers gave excellent talks. 

Dr. E. L. Bernhardt of Milwaukee talked on 
“Drought at the Grass Roots.” As can be guessed he 
outlined the difference between actual politics—how 
doctors never seem to get steamed up until a crash 
program is necessary instead of taking the lead when 
candidates are elected to run. 

Senator Wallace F. Bennett of Utah gave a splendid 
talk on inflation. He used infection as an analogy and 
carried it right through. He emphasized what Dr. 
Bernhart had already said. He compared the social- 
izing influences prevalent in Congress today to snake 
oil and magic and their exponents to witch doctors. 
Whatever is given away today must be repaid to- 
morrow with interest and overhead for operation. He 
is on the Senate Finance Committee and we should 
all be thankful that a man of his integrity and ideals 
is one of the guardians of our funds. In the end he 
wound up by asking—do we want security or oppor- 
tunity, work or ease, truth or magic, personal re- 
sponsibility or a welfare state? 
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Mr. Rowland Jones, executive vice president of the 
American Retail Federation, made a valuable sug- 
gestion. So many different organizations, and there 
are thousands, feel the same way physicians do about 
socialization and government controls that all inter- 
ested should unite and present a common front. For 
example, the big lumber companies are fearful that 
the government will take over their forests but we as 
physicians never say a word till something that affects 
us comes up. The lumber companies never say any- 
thing about socialized medicine but howl only when 
their domain is invaded. 

Mr. Frank Barnett of the Richardson Foundation, 
Inc., was a fitting clean-up man. He held his audience 
spellbound for almost an hour. Every congressman, 
every college student, every teacher, every person in 
the United States should hear that young man talk. 
His description of what Russia is doing while we doze 
in apathy is unbelievable. He has a better grasp and 
a better solution than anyone I've ever heard speak 
on the subject. Among many other things he compared 
the Turkish soldier and the American in Korea. The 
former is taught from birth to believe in and_ be 
proud of and fight for Turkey. There was no brain 
washing among the Turks. The American because of 
his less stern upbringing in geopolitics was all too 
often confused and disoriented and frequently brok« 
down and even died because his thinking apparatus 
had not been conditioned sufficiently. I've never heard 
a better sizing up of the pickle into which we hav« 
drifted. 

As usual a great many items of interest to physi- 
cians over the nation were brought up. One that 
vaused the greatest argument was from Colorado 
concerning the relationship of physicians to the 
United Mine Workers. That will be touched on only 
briefly because it is of little concern to the physicians 
of South Carolina. 

It is refreshing to know that income was increased 
by dues from 2,600 additional physicians in 1957. 
Income from stocks and bonds increased from 2.97% 
in 1956 to 3.16% in 1957. The general manager, 
trustees, and treasurer should be congratulated on 
the management of the A. M. A’s fiscal affairs. 

Aviation medicine concerns us all and the A. M. A. 
has gone on record as favoring improvement of medi- 
cal facilities in the Civil Aeronautics Administration. 
It was brought out that some air lines don’t even re- 
quire periodic physical examinations of their person- 
nel. The A. M. A. strongly endorses the passage of 
S 1045, 85th Congress, which would eliminate most 
of the present weaknesses. 

Voluntary retirement plan was again brought up. 
The Board was urged to ask Congress to institute an 
investigation into the entire social security system 
and to urge the adoption of a system of “sound 
actuarial principles and including a combination of 
the insurance and annuity principle with investment 
in the growth of the nation’s economy through equity 





participation such as is now available through the 
mutual funds.” 

In keeping with changes in our physical world the 
A. M. A. was asked to form a Committee on Atomic 
Medicine and Ionizing Radiation. Its initial activities 
and primary responsibilities are described under 
several headings (1) Education of medical students 
and physicians (2) The formation of recommendations 
on A. M. A. policies concerned with the use of radio- 
active material (3) The formulation of A. M. A. 
policies concerning governmental legislative action. 

The Medical Association of the Virgin Islands has 
applied for membership in the A. M. A. as a con- 
stituent member. This is an uncommon event but if 
all legal and procedural steps are in order that asso- 
ciation will be accepted. Alaska, Hawaii, Canal Zone 
and Puerto Rico are already members. 

The A. M. A. News will soon be coming out now. 
It is an account of facts and happenings of interest 
to doctors and will be published by the A. M. A. 

A resolution asked for closer coordination between 
the A. M. A. and the Washington office of the A. M. A. 
This resolution was welcomed by the Board of Trustees 
as well as the different committees involved. To be 
effective in Washington a strong and thoughtful pro- 
gram with full support and backing of headquarters 
must be maintained. 

The resolution introduced by the South Carolina 
delegation asking for an official stamp on the A. M. A. 
membership card certifying membership in the S. C. 
Medical Association was referred to the Executive 
Vice-President, Dr. Lull. 

The United States government along with the 
Rockefeller Foundation is anxious to experiment in 
Puerto Rico with a system of medical care by doctors 
and hospitals whereby all rich and poor will be taken 
care of in all illnesses. The House of Delegates dis- 
approved this scheme and so notified all parties con- 
cerned. This is an excellent example of how the House 
operates. The one man delegation from Puerto Rico 
was aware of what was about to take place and 
spread the alarm. I doubt if one percent of the doctors 
in the House had any idea such a scheme was afoot. 
“The price of freedom is eternal vigilance” was rarely 
better exemplified. 

The reference Committee on Reports of Officers 
summed up President Allman’s splendid speech in 
this manner; (1) that every physician rededicate 
himself to the service of mankind and that every 
medical society strengthen its disciplinary system to 
prevent the very few from besmirching the vast 
majority. (2) that we as members of the medical 
profession, and as American citizens, be high minded 
incorruptible men and women above reproach, and 
(3) that the House of Delegates and the entire medi- 
cal profession continue to have a profound sense of 
duty and social justice, and that the final criterion of 
any contemplated step be the greatest good for the 
greatest number. 
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A resolution on medical care of the indigent was 
approved. It recommended that any money for medi- 
cal assistance be given through Blue Shield or some 
other organization specified by a state medical asso- 
ciation. 

A resolution condemning Medicare because it is a 
fixed fee system was disapproved. Each state is urged 
to negotiate the type contract it likes best. Rhode 
Island has never come in to the Medicare program. 
Ohio is in on an indemnity basis and Texas has 
recently voted to get out of it. The vast majority in 
the House feel that it is a good thing especially when 
doctors have a part in establishing fees. 

The United Mine Workers Welfare and Retirement 
Fund was condemned as lowering the quality and 
availability of medical and hospital care to its bene- 
ficiaries and the A. M. A’s public relations depart- 
ment was urged to start an immediate campaign in 
all areas involved publicizing the stand and attitude 
of the House of Delegates. 

Free choice of physicians was another resolution. 
This is brought up at almost every A. M. A. meeting 
for the simple reason that government or some other 
bureaucracy is constantly trying to become a third 
party between physician and patient. 

The reference committee on Legislation and Public 
Relations, after a great deal of discussion, emphatical- 
ly opposed social security for physicians. New York 
State delegation, under instructions from the N. Y. 
Medical Association, introduced about four different 
resolutions calling for a referendum (which is not 
called for in the A. M. A. constitution and by-laws) of 
all physicians. Connecticut asked permission to have 
social security for its physicians regardless of the 
other doctors in the nation and that was disapproved 
because there are certainly some physicians in Con- 
necticut who do not want social security. 

Objection to Forand-bill type legislation was again 
emphasized. 

A resolution requesting tax deduction for higher 
education tuition was approved but referred to the 
Committee on Legislation. 

Medicare was approved again but the decision as 
to fees whether indemnity type or complete payment 
was left to the individual states. 

Jenkins-Keogh bill was again approved and physi- 
cians everywhere were urged to contact their mem- 
bers of Congress urging approval. 

Service connected disabilities only were urged for 
admission to Veterans’ Hospitals. In 1957 the Federal 
Government spent $619,614,000.00 on hospitalized 
medical care of veterans in Veterans Hospitals in 1957 
of which about 75% had non-service connected dis- 
abilities. What a splendid way to save ourselves some 
taxes. No one objects, in fact everyone wants all 
veterans to receive medical care at government ex- 
pense for disability incurred in service but not some 
incidental disease that comes on years after discharge 
from the service. 

The House of Delegates urged the Board of Trustees 
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through the appropriate councils and committees of 
the association to effect a liaison with the Depart- 
ment of Defense for the purpose of effecting a more 
equitable call up of physicians in time of a national 
emergency. 

The reference committee on Hygiene, Public Health 
and Industrial Health approved the work of the com- 
mittee which advises movies, radio, and television. 
This committee especially in Hollywood has been 
most effective in more sensible advertising. 

The second in a series of Guides to Medical Rating 
of physical impairment—this time the visual system— 
will soon be available. It is urged that everyone re- 
member that these are guides only and not some hard 
and fast rule. 

The House of Delegates was requested to endorse 
the mouth-to-mouth type of resuscitation as being the 
most effective method, but the House is reluctant to 
become a committee to approve or disapprove any 
method of treatment. 

The committee urged approval of a_ resolution 
against “mass advertising of propriety drugs for 
symptomatic self-medication.” A great many people 
have taken proprietary drugs lured on by high pres- 
sure advertising when they should have seen a doctor. 

The House reversed an amended resolution of the 
committee on voluntary health agencies. The com- 
mittee felt that some members of the House were try- 
ing to prevent the American Medical Research 
Foundation of the Board of Trustees from receiving 
and disbursing funds for research, from accepting 
funds from United Funds. Representatives of the 
voluntary health agencies, heart, polio, cancer, multi- 
ple sclerosis, were all against the Research Founda- 
tion accepting funds from the United Funds. The 
House agreed with the voluntary health agencies. 
Perhaps later this misunderstanding can be corrected. 

The A. M. A. Distinguished Service Award went to 
Dr. Frank Krusen for his valuable work at Mayo 
Clinic in rehabilitation and physical medicine. 

The Joseph Goldberger Award went to Dr. Syden- 
stricker of Augusta for his work in nutrition. 

There were two high school winners in the National 
Science Fairs: Clara L. Chapman of Missula, Montana, 
for her work on sensitized mice and David R. Brown 
of Minneapolis for his work on “Humeral Trans- 
plants.” It is gratifying to know that most of these 
candidates who enter the National Science Fairs go 
into medicine. 

President David Allman pointed to some of the 
important accomplishments during his term of office: 
(1) The A. M. A. newspaper. (2) The special editions 
of the A. M. A., one on impairment, one on inter- 
pretations by Judicial Council on Principles of Medi- 
cal Ethics. (3) Renovation of the A. M. A. head- 
quarters. He has made an outstanding president and 
he urges that we as physicians continue to take a 
positive attitude and part in our governmental affairs. 

Dr. Gunner Gundersen of Lacross, Wis., was in- 
ducted into office. He made a splendid speech which 
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every physician probably has read by now. He urged 
that medicine world wide be used as a means of in- 
ducing peace. 

A pleasant occurrence at every regular A. M. A. 
meeting is a short talk by two members of the student 
A. M. A., Carwile LeRoy of Chapel Hill and E. Con- 
way Stratford, Jr., of Los Angeles were the ones this 
year. The former told how a medical student at the 
University of Virginia read in a paper about interns 
striking in New York for higher salaries. He was 
horrified that he should be going into a_ profession 
that would strike. He sought help from the A. M. A. 
and it was granted to start the student A. M. A. 
Carwile LeRoy paid back $7,500.00 that the A. M. A. 
had loaned his organization. Receipt of the money 
for the A. M. A. or its different organizations makes 
all delegates happy. E. Conway Stratford, Jr., also 
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POLICY REGARDING EPILEPSY 

Epilepsy is classified by Blue Cross - Blue Shield 
primarily as a nervous or mental disease. As such, its 
treatment is assgned benefits for a maximum of 15 
days only in any one contract year and only then when 
such treatment is given in a general hospital. Epilepsy 
and other nervous and mental diseases would not be 
covered at all by the Blue Cross contract except for 
the fact that there are instances when the nature of 
the illness is not known at the time of hospital ad- 
mission. So two weeks with benefits are allowed to 
establish a firm diagnosis. After such a diagnosis has 
been established, theoretically, no further Blue Cross 
benefits should be allowed. In practice, however, two 
weeks of hospital care may be claimed in each suc- 
cessive contract year. 

With regard to epilepsy, the following principles 
apply in administering Blue Cross benefits: When a 
patient is admitted to hospital shortly after, or during 
a convulsion of unknown cause, he is entitled to full 
hospital benefits. These may be continued up to a 
maximum of 15 days, if needed. If the patient is a 
known epileptic and is admitted immediately after or 
during a convulsion, he is entitled to not more than 
15 days of hospital care in the current contract year. 
If the covered days have already been expended, he 
is entitled to no more benefits simply because of the 
fact that he had had a convulsion. 

However, if a known epileptic injures himself dur- 
ing a seizure, he is entitled to hospital benefits for 
treatment of the injury, only, irrespective of the bene- 
fits allowable for the treatment of epilepsy. 


Also, known cases of epilepsy, with uncontrollable 
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made a nice talk in which he expressed his gratitude 
for all that the A. M. A. had done for him. 

Our state president, R. L. Crawford, was very much 
in evidence at meetings of different committees. Many 
doctors from South Carolina attended the convention 
in San Francisco. George Durst was there with all 
his family. He asked me if I had brought mine—I told 
him I couldn’t afford to bring mine. He ‘lowed that 
he couldn’t either but that he had. 

A trip to an A. M. A. meeting is well worth any 
doctor’s time and money. Dr. Tom Spies is the source 
of the statement that no way in the world can a doc- 
tor keep up as well as by attending the scientific 
sessions and displays ot the A. M. A. He hasn’t missed 
either the regular meeting or the clinical session in 
years. 

George Dean Johnson, M. D. 





seizures (status epilepticus) even though their covered 
hospital days have already been expended, will be 
extended further benefits until the seizures are con- 
trolled. 

Also, known cases of epilepsy, or those so diagnosed 
during a covered period of 15 hospital days, which 
are found to have organic lesions of the brain suitable 
for surgical treatment, will be entitled to hospital 
benefits, incident to hospitalization for such surgical 
treatment. 

Known cases of epilepsy which are admitted to 
hospital for diagnostic surveys in relation to the 
epilepsy fall within the limits of not more than two 
weeks’ hospital care per contract year, and in addi- 
tion, they are entitled to diagnostic benefits only when 
so admitted. 

Known cases of epilepsy which are hospitalized for 
treatment of a concurrent disease or condition are en- 
titled to such benefits as the concurrent disease war- 
rants without regard to the epilepsy. 

Other nervous and mental conditions, including the 
various manifestations of the neuroses, mental re- 
tardations, and even the psychoses, are handled by 
Blue Cross in a manner similar to epilepsy. In report- 
ing services to any of these cases, it should be made 
clear by the attending physician in his report and also 
to the hospital that the primary reason for the hospital 
admission and treatment is either diagnostic in refer- 
ence to the nervous and mental condition, or that ad- 
mission is primarily for the treatment of a concurrent 
illness and not for the treatment of neurosis or other 
mental condition. 

J. Decherd Guess, M. D. 
Medical Director 
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NEWS 


SOUTHERN MEDICAL ASSOCIATION 

Formal opening of the $250,000 home of the 
Southern Medical Association was held in Birmingham, 
Alabama on September 7. 

The new headquarters office building represents 
several years of planning and more than one year of 
construction and in the words of Association president 
Dr. W. Kelly West, Oklahoma City, is “a magnificent 
monument to Southern medicine.” 

More than 1,000 guests streamed through the ultra- 
modern, split-level home office building during the 
hours from 2 to 5 P. M. Dedication ceremonies were 
held at 4 P. M. 

Distinguished guests representing the medical pro- 
fession, local and state officials, lay and Auxiliary 
leaders were among those present. 





Remarks by past presidents whose administrations 
coincided with the conception of the building plan, 
initiation and construction of the home office, were 
features of the dedication program. Dr. R. L. Sanders, 
Memphis, who as SMA president in 1954-55, is 
credited with getting the building movement under 
way, declared that the idea for a permanent home for 
SMA originated with the organization’s pioneer mem- 
bers and many persons had been instrumental in 
bringing it to fruition. 

Dr. J. P. Culpepper, Jr., Hattiesburg, another presi- 
dent who helped guide the building to completion, 
called it “a milestone in SMA history.” “This is not 
just a buildling, but a home,” he said. “It is a symbol 
of our progress in the past and our aims for the 
future.” 

Dr. Lee F. Turlington, Birmingham, who served as 
chairman of the home building committee, paid 
tribute to architect and landscape artists “who created 
a beauty spot where once was an eyesore.” He added 
that the building adds immensely to the “dignity and 
stability of the organization.” 

Speaking for the SMA staff, Executive Director 
V. O. Foster pledged “dedicated service to all the 
doctors of the South who have made this monument 
to medicine possible.” 

Dr. A. Clayton McCarty, past chairman of the SMA 
Council, made the official presentation of a portrait 
of C. P. Loranz, who has served the organization as 
prefessional relations director for 46 years and who 
led the building fund drive. 

Mrs. Walter L. Curtis, College Park, Ga., president 
of the SMA Woman's Auxiliary, called the building 
“a laboratory of fellowship and a castle in the air 
come to earth.” 

Dr. John H. Buchanan, Birmingham, chaplain Bap- 
tist Hospitals, offered the dedicatory prayer. Presiding 
was Dr. Milford Rouse, Dallas, president-elect of the 
Association. 

The program ended with presentation of the flag 


OcTroser, 1958 


of the United States by the color guard of the Gen. 
Gorgas Post No. 1, American Legion, with C. W. 
Nicholson, president of the Jefferson County American 
Legion Council, in charge. 

The new home office building is a split-level struc- 
ture fronting on Highland Avenue at 26th St. So. In 
addition to providing a meeting place and business 
center, a library-conference room, Woman’s Auxiliary 
headquarters and other work areas, it contains space 
for the monthly Southern Medical Journal, an out- 
standing and widely-read publication for physicians. 
The Journal is distributed not only in the United 
States but in 22 European, South American and 
Asiatic countries. 

SMA, which now has 13,000 members, has main- 
tained headquarters in Birmingham for 43 of its 52 
years. It was founded in Chattanooga in 1906 and 
offices were in Mobile before being moved here in 


1913. 


SOUTH CAROLINIAN ACHIEVES 
MEDICAL UTOPIA 
Pediatrician Appointed Career Investigator by 
American Heart Association 

“Dr. Lewis W. Wannamaker, Associate Professor 
of Pediatrics, University of Minnesota, has been 
awarded a Career Investigatorship by the American 
Heart Association. This provides life-time support for 
research. One cannot apply for this honor but is 
selected by a Committee on the basis of his achieve- 
ments and promise. He then lives an Utopian exist- 
ence as he may follow any line of study he chooses 
and need produce scientific papers only when he feels 
such are justified.” Pediatrics 22:607 


MEDICAL COLLEGE OPENS 

The opening assembly of the Medical College of 
South Carolina was held on September 11th. 

Dr. Robert L. Crawford of Lancaster, president of 
the South Carolina Medical Association and a 1923 
graduate of the medical college, was convocation 
speaker. 

Among the special guests at the convocation were 
Dr. Henry C. Robertson of Charleston, vice president 
of the S. C. Medical Assn.; Dr. J. Howard Stokes of 
Florence, treasurer of the §. C. Medical Assn., Dr. 
J. P. Cain of Mullins and Dr. Keitt H. Smith of Green- 
ville. 

Dr. Kenneth M. Lynch, president of the medical 
college, presided at the opening exercises. A luncheon 
for the college’s special guests was served at the 
Medical College Hospital. 

An overall enrollment of almost 700 students is 
expected at the Medical College during the 1958-59 
academic year. 

Delegates to the 38th annual Sertoma International 
convention elected Dr. C. Tucker Weston, Columbia, 


S. C. vice president. 
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Dr. Roland M. Knight has opened an office at 9 
Sumner St. for the practice of orthopedic surgery, the 
Greenville County Society public relations committee 
has announced. 

He was born in Greenville County, and is a gradu- 
ate of Duke University, attended the Medical College 
of South Carolina, graduating in 1952, and interned 
at Jefferson Davis Hospital, Houston, Tex. 

He served an orthopedic residency under the Bay- 
lor Medical School residency program and then spent 
two years in the U. S. Air Force at Sheppard Air Force 
Base, Tex. He recently completed a year of children’s 
orthopedic residency at the Shriners’ Hospital for 
Crippled Children. 


A memorial tablet honoring the late Dr. James 
Iverson Gallemore has been erected in the library of 
the Medical College of South Carolina by members 
of his class of 1956. 

Dr. Gallemore was killed in an automobile accident 
only a short time following his graduation. 

The inscription on the tablet reads: “To the mem- 
ory of James Iverson Gallemore, M. D. June 2, 1931— 
June 23, 1956. This tablet is erected in loving memory 
by his classmates. Graduating Class of 1956.” 


Dr. W. B. Ardrey, III, has joined Dr. Sam G. Lowe, 
Jr., of Rock Hill, as associate in the practice of pedi- 
atrics. 

A graduate of Fort Mill High School and The 
Citadel, he received his MD degree from Duke Univer- 
sity School of Medicine. After rotating internship at 
Brooks Hospital, San Antonio, Tex., he served in the 
Army Medical Corps in Korea. 

Following his tour of army duty he returned to 
Duke Hospital for residency training in pediatrics. 
After completion of residency he took a year’s fellow- 
ship in pediatric cardiology at Duke Hospital and 
served as instructor in pediatrics in the Duke Univer- 
sity School of Medicine. 

James L. Altman, M. D., announces the opening 
of his office for the practice of General Medicine at 
Dorchester-Waylyn Shopping Center, Charleston. 


A crowd estimated at approximately 1,000 persons 
gathered at the McCormick Community House in 
McCormick to pay homage to Dr. Claude H. Workman 
who just observed his 70th birthday. 

A program was presented prior to the picnic lunch 
with Mayor Thomas B. Minor acting as master of 
ceremonies. A silver service was presented Dr. and 
Mrs. Workman. A birthday cake and a corsage were 
for Mrs. Workman. 


Dr. Kenneth Huggins has assumed his duties as an 
assistant physician of the women’s department, Col- 
umbia Unit, South Carolina State Hospital, Supt. Dr. 
William S. Hall has announced. 

Originally of Columbia, Dr. Huggins attended the 
































“I’M DREADFULLY SORRY, DOCTOR—GETTING 
YOU UP IN THE MIDDLE OF THE NIGHT!” 


local schools, graduated at Carlisle Military Academy, 
Bamberg, received his pre-medical training at the 
University of South Carolina, and secured his medical 
degree from the Medical College of South Carolina, 
Charleston, in 1957 . . . During the summer of 1955 
he participated in the junior internship program at 
the S. C. State Hospital . . . His internship was served 
at the Columbia Hospital from July 1, 1957 until 
June 30, 1958. 


New Medical Journal.—The first issue of Diseases 
of the Colon & Rectum, sponsored by the American 
Proctologic Society, was the January-February issue. 
Dr. Louis A. Buie, Sr., Rochester, Minn., is the editor- 
in-chief, and Dr. Harry E. Bacon, Philadelphia, the 


executive editor. 


J. Franklin Graves, M. D., announces the opening 
of his office at 96 Rutledge Avenue, Charleston. Prac- 
tice limited to Internal Medicine. 


FLORENCE TO BE SITE OF ALCOHOLICS 
CENTER 

Recently the board of commissioners of the Flor- 
ence-Darlington Tuberculosis Sanatorium voted to 
give 25 acres of land on the sanatorium property for 
construction of a state alcoholic rehabilitation center. 

Five acres had originally been set aside for the 
center. The additional plot was voted to meet a State 
Alcoholic Rehabilitation Commission request for 25 
acres. 

The state commission decided on the Florence 
location for the new $150,000 center after considering 
several sites throughout the state. 
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Legislation enabling the sanatorium commission to 
convey the land for the alcoholic center must be 
passed in the General Assembly, since attorneys for 
Florence and Darlington Counties agreed the power 
of conveyance is not vested in the sanatorium com- 
mission. 

Also specified by the state commission was that the 
counties of Darlington and Florence clear the land for 
construction and that their county delegations work 
toward obtaining hard surfaced roads leading to the 
alcoholic center. 


Dr. George C. Strozier has joined the State Hospital 
staff in the men’s department, Columbia Unit of the 
hospital. . . . A native of Newman, Ga., Dr. Strozier 
graduated from Emory University with an A. B. 
degree in chemistry, and in 1946 received his medical 
degree from the same university. . . . He has practiced 
in Knoxville and Atlanta. 


Edwin Bradley, M. D., a native of McCormick, has 
opened an office for the practice of obstetrics and 
gynecology at 120 Lucille Ave., Easley. 

Dr. Bradley served with the U. S. Navy. He re- 
ceived a B. S. degree from the University of South 
Carolina, and the M. D. degree from Medical College 
of South Carolina in 1952. He served his internship at 
Columbia Hospital. 

Dr. Bradley has served with the U. S. Air Force, 
being stationed at Donaldson AFB. For the past two 
years he has served as resident physician in obstetrics 
and gynecology at Greenville General Hospital. 


VOLUNTARY HEALTH INSURANCE 

The number of people in South Carolina covered 
by voluntary health insurance has reached a new high, 
the Health Insurance Council reported today. The 
Council estimates that over 1,193,000 persons in the 
state now are protected by some form of insurance 
designed to help pay hospital and doctor bills. 

This figure, the Council said, is part of the con- 
tinued growth of health insurance throughout the 
country, which was revealed in its 12th annual survey 
of the extent of voluntary health insurance coverage 
for 1957. The number of people covered by some 
form of health insurance in the nation, according to 
a Council estimate, is now 123,000,000, or 72% cf 
the total U. S. civilian population. 

The Council survey, based on reports of insurance 
programs of insurance companies, Blue Cross-Blue 
Shield and other health care plans, points out that the 
1,193,000 persons covered by hospital expense insur- 
ance in South Carolina as of December 31, 1957, sur- 
passes the 1956 year-end total of 1,176,000. 

The number of people with surgical expense in- 
surance, which helps to defray the cost of physicians’ 
charges for operations, climbed to 1,016,000 as com- 
pared to 953,000 in 1956. 

Persons protected by regular medical expense insur- 
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ance, providing for doctor visits for non-surgical care, 
rose to 349,000, compared to 341,000 the year before. 

The Health Insurance Council, which is a federa- 
tion of eight insurance associations representing over 
90% of the accident and health insurance business 
handled by insurance companies, stated that this 
growth reflects the desire of the people of South Caro- 
lina to help protect themselves against the cost of 
accident and illness. 


Twenty-three prominent physicians, nurses, social 
workers, hospital administrators, and public health 
officials met in Roanoke, Virginia in June, at the in- 
vitation of the Public Health Service to consider or- 
ganized home care programs in the United States. 
Citing the fact that there are now approximately 50 
programs functioning in this country which provide 
coordinated health services to patients in their own 
homes, the group urged more widespread develop- 
ment and support of such community programs by 
Federal, state and local health and welfare agencies; 
the health and health-related professions; and health 
insurance agencies. 

The group’s major recommendations were that: 

1. The Public Health Service support demonstra- 
tion programs to initiate and stimulate organized home 
care programs in various community settings. 

2. Prepayment plans should meet the challenge of 
financing organized programs. Funds 
should be made studies of the 
feasibility of this. 

3. Public welfare agencies should pay full re- 


home care 
available to do 


imbursable costs for services to their clients. 

4. Health and health-related professions should give 
special attention to the recruitment and training of 
personnel needed in organized home care programs. 

The kind of program advocated by the expert group 
was defined as follows: “Organized Home Care pro- 
vides coordinated medical and related services to 
selected patients at home through a formally struc- 
tured group comprising at least a family physician, a 
public health nurse, and a social caseworker, assisted 
by clerical service. To insure satisfactory functioning 
of such a service, patients must be formally referred 
and there must be an initial evaluation, monthly re- 
view of records, and a final discharge conference. 
There must be ready access to in-patient facilities.” 

The advantages to the patient that organized home 
care provides, which were pointed out during the 
four-day meeting, include: increased emotional 
security of being in his own home and being cared 
for by his own family; the availability of a variety of 
medical and related services supplied to him as he 
needs them; the knowledge that a hospital bed is 
awaiting him if his condition should change; and the 
assurance that the prescription for his treatment, While 
being the responsibility of his physician, was arrived 
at after consultation of a team of health professionals. 
Other advantages of such programs are that they may 
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be administered by hospitals or by a variety of other 
community agencies. The fact that such programs 
provide service to patients of all economic levels and 
assist the private physician in the care of his own 
patient was also emphasized. 


NEW INFORMATION SERVICE LAUNCHED 
FOR DOCTORS IN NORTH CAROLINA, 
SOUTH CAROLINA AND VIRGINIA 


An information service unique to the Southeast is 
being launched for physicians in North Carolina, 
South Carolina and Virginia, it was announced re- 
cently. 

The service will feature a monthly booklet, entitled 
“What Goes On,” which will list all medical meetings, 
special lectures, post graduate courses and other events 
of interest in the three-state area. Distribution will be 
free to practicing physicians and medical faculty mem- 
bers. 

Dr. William M. Nicholson, director of postgraduate 
medical education at the Duke University Medical 
Center, said the booklet will be prepared by the 
Center, in cooperation with medical societies and 
schools in all three states. Financial sponsorship will 
come from the Lederle Laboratories Division (a phar- 
maceutical firm) of the American Cyanamid Co. 

The “What Goes On” office at Duke also will serv: 
as a “clearing house” for medical activities in th« 
area, Dr. Nicholson noted. Medical organizations will 
be invited to check with the office before scheduling 
meetings, thus avoiding conflict of dates. In addition, 
the office will offer its services to visiting physicians 
so that their stay in the Carolinas or Virginia may 
include attendance particularly interested. 

Miss Frances Thomas of Durham has been ap- 
pointed coordinator for the “What Goes On” booklet. 
The first issue is tenatively scheduled for November. 

The tri-state booklet will be the third venture of its 
kind in the United States. Other “What Goes On” 
publications are available for physicians in New 
England, New York and Texas under Lederle auspices. 








ANNOUNCEMENTS 





International College of Surgeons, Mid-Atlantic 
Regional Meeting, The Homestead, Hot Springs, Va., 
November 16-18. Write Dr. Elbyrne G. Gill, 711 
Jefferson Street South, Roanoke 13, Va. 


UNC School of Medicine — Second Annual 
Symposium 
November 20-21 — Chapel Hill 
Postgraduate Course in Cardio- and Cerebral Vascular 
Diseases 
Two days of small group teaching; workshops; and 
panel discussions. 





Staffed by the Divisions of Cardiology and Neurol- 
ogy, with Dr. W. Proctor Harvey, Georgetown Uni- 
versity Medical Center, as guest participant in 
Cardiology and Dr. Joseph M. Foley, Boston City 
Hospital as guest participants in Neurology. 
—FOOTBALL AVAILABLE— 
Carolina - Duke game on November 22 

Send checks ($4.50 plus 25c for mailing) to UNC 
Athletic Ticket Office, Box 109, Chapel Hill, mention- 
ing the Symposium. 


THE SECOND 
SOUTH CAROLINA CONFERENCE 
ON 
HANDICAPPED CHILDREN 
Sponsored By 

THE INTERDEPARTMENTAL COMMITTEE 

OF STATE AGENCIES CONCERNED WITH 
THE WELFARE OF CHILDREN AND YOUTH 

and 
THE NEMOURS FOUNDATION 
Wilmington, Delaware 

Will be held on November 3 and 4, 1958 at the 
Wade Hampton Hotel, Columbia. 

Speakers: 

Dr. Romaine Mackie, Head of the Federal Bureau 
of Special Education, Department of Health, Educa- 
tion, and Welfare, Washington, D. C. 

Dr. J. D. Russ, Pediatrician, New Orleans, La., 
President of the Louisiana Council for Handicapped 
Children. 

Dr. Chester A. Swinyard Associate Director of 
Children’s Division, Rehabilitation Center, New York 
City. 

Dr. Joseph Wortis, Director, Division of Pediatric 
Psychiatry, The Jewish Hospital of Brooklyn, Brook- 
lyn, N. Y. 


The Southeastern Allergy Association will hold its 
annual meeting on October 31 and November 1, 1958, 
at the Heart of Atlanta Motel. All persons interested 
are cordially invited to attend. Further information 
can be obtained from the secretary. 

Katharine MacInnis, M. D. 
Secretary-Treasurer 

818 Albion Road 
Columbia, S. C. 


MEETING OF THE 
SOUTH CAROLINA SOCIETY OF 
OBSTETRICS AND GYNECOLOGY 

CHARLESTON, S. C. 

OCTOBER 18-19 
FORT SUMTER HOTEL 





THE JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 








FOUNDER’S DAY PROGRAM--MEDICAL COLLEGE 


The general plan for the annual Founders’ Day Symposium and Seminar at the Medical College of South 
Carolina has been revised. As may be noted from the tentative program, a lecture presentation is given in the 
morning hour which is combined with a clinic presentation in the afternoon. These clinics and demonstra- 
tions will be held in various locations in the Hospital and Medical College buildings, depending on facilities 
required for their presentation. In this way a participant may have opportunity to experience the practical 
application of the principles set forth in the morning discussions. 

On Founders’ Day itself selected topics presented on the two previous days are to be discussed by visit- 
ing speakers. 


POST-GRADUATE SEMINAR 
November 4, 1958 


8:30 REGISTRATION AND GREETINGS AFTERNOON SESSIONS 


Presiding 
Dr. John T. Cuttino Clinical Demonstrations 
Dean 
9:00 ADJUNCTIVE AIDS IN LABOR AND 2:00 OBSTETRICS CLINIC 


DELIVERY 
Dr. Edward J. Dennis, III, Assistant Professor of Obstetrics and Gynecology 

10:00 INDICATIONS FOR THE FOUK METHODS 2:45 PYELOGRAM CLINIC 

OF PROSTATECTOMY 

Dr. Kenneth M. Lynch, Jr., Professor of Urology 

11:00 PHYSICAL AGENTS IN CARE OF NECK 8:30 REHABILITATION CLINIC 

AND SHOULDER SYNDROME 

Dr. Harry W. Mims, Associate Professor of Physical Medicine and Rehabilitation 

12:00 RECONSTRUCTIVE SURGERY OF THE 4:15 CLINIC ON REPAIR OF FACIAL WOUNDS 

FACE 

Dr. Robert F. Hagerty, Assistant Professor of Plastic Surgery 





November 5, 1958 
2:00 DIABETIC CLINIC 
Dr. John Buse, Associate in Medicine 
10:00 PERIPHERAL NERVE DISEASE 2:45 NEUROLOGIC CLINIC 
Dr. O. Rhett Talbert, Assistant Professor of Medicine 


38:30 DIAGNOSTIC CLINIC 
Dr. Vince Moseley, Professor of Medicine 


12:00 CYANOTIC HEART DISEASE 4:15 HEART CLINIC 
Dr. John A. Boone, Professor of Medicine 


FOUNDERS’ DAY 
November 6, 1958 


9:00 DIABETES MELLITUS 


11:00 PEPTIC ULCER 





8:30 REGISTRATION AND GREETINGS 
Presidin 
Dr. I. Ripon Wilson, Jr. 
President 
South Carolina Academy of 
General Practice 
9:15 DR. ROY T. PARKER 
Associate Professor of Obstetrics 
and Gynecology 
Duke University School of Medicine 
“Irregular, Excessive and Prolonged 
Uterine Bleeding” 
10:15 DR. REED O. DINGMAN 


Assistant Professor of Surgery 
University of Michigan Medical School 


“The Surgery of Trauma and Reconstruction” 


11:15 COFFEE BREAK 
11:45 DR. JACK DUANE MYERS 
Professor of Medicine 
University of Pittsburgh School of Medicine 


“Comments on Myocardial and Pericardial 
Disease” 
1:00 MEDICAL COLLEGE LUNCHEON 


Alumni Memorial House 


Octoser, 1958 


AFTERNOON SESSION 
2:30 DR. JOHN S. ATWATER 
Associate Chief of Medicine 
Georgia Baptist Hospital 


“Some Aspects of Management of 
Peptic Ulcer” 
3:30 DR. A. GORMAN HILLS 


Professor of Internal Medicine 

University of Miami School of 
Medicine 

“Diabetes Mellitus” 
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International College of Surgeons—Southeastern 
regional meeting, Miami Beach, January 4-7, 1959. 
For information, write to Harold O. Hallstrand, M. D., 
7210 Red Road, South Miami, Fla., chairman. 

THE AMERICAN COLLEGE OF SURGEONS 
OUTLINE OF SECTIONAL MEETINGS DURING 
1959: 

All members of the medical profession are invited 
to attend any of the 1959 Sectional Meetings of the 
American College of Surgeons. 

CHARLESTON, S. C., Francis Marion Hotel, January 
19, 20, 21: 

DR. KENNETH M. LYNCH, JR., Charleston, and 
his committee of local surgeons are planning a pro- 
gram covering many topics of current concern, in- 
cluding trauma, cancer, arterial occlusive disease, 
management of gastrointestinal tract hemorrhage, and 
abdominal emergencies. Luncheon programs are being 
scheduled at which morning presentations will be 
discussed, and numerous papers will be presented. A 
reception for surgeons and wives will be held Tuesday 
evening, January 20. The Fellowship Luncheon, in- 
augurated with much success last year, featuring a 
panel discussion by College officials on activities of 
the College, will be repeated. One morning of clinics 
at Medical College of South Carolina will be included 
in the program. 


AMERICAN ASSOCIATION OF MEDICAL 
ASSISTANTS 

Plans have been made for the Second Annual Con- 

Medical 

Assistants to be held at the Palmer House, Chicago, 

Illinois on October 31, November 1 and 2, 1958. 


The American Association of Medical Assistants is 


vention of the American Association of 


made up of men and women employed as assistants 
in the offices of Doctors of Medicine. 

The purposes of the Association are stated as fol- 
lows: To inspire its members to render honest, loyal 
and more effcient service to the profession and to the 
public which they serve. To strive at all times to co- 
operate with the medical profession in improving 
public relations. To render educational services for 
the self-improvement of its members. 

The American Association of Medical Assistants 
would welcome the opportunity to give information 
concerning the organization and to assist with the 
formation of County and State Societies. Inquiries 
may be addressed to Miss Hallie Cummins, R.R.L., 
Chairman of the Public Relations Committee, Medi- 
cal Record Library, Caro State Hospital for Epileptics, 
Caro, Michigan. 








DEATHS 








DR. C. H. HAYNSWORTH 
Dr, Curtis Hall Haynsworth, 43, orthopedic surgeon, 
was found dead at his home on August 15. 
Dr. Haynsworth was born in Greenville and was 





a graduate of Sewanee Military Academy, Furman 
University and the Medical College of South Caro- 
lina. 

He served his internship at Emergency Hospital in 
Washington, D. C. and did his residency in ortho- 
pedics at Shriner's Hospital in Greenville and the 
Hospital for Special Surgery in New York. He began 
his practice in orthopedic surgery in Greenville and 
continued until his health failed two years ago. 


DR. WILLIAM T. PACE 

Dr. William Thomas Pace, 68, prominent physician 
of Gray Court, died suddenly at his home on July 6 
after 18 months of declining health. 

Dr. Pace was born in Hodges and assumed his 
practice in Gray Court in 1917. He was a Mason, for- 
mer member of the town council, a member of the 
Laurens County Medical Society, South Carolina 
Medical Assn. and was chief of staff at Laurens 
County Hospital for the past 12 years. He was a gradu- 
ate of the Medical College of South Carolina. 


DR. G. R. WESTROPE 

Dr. Gordon Robert Westrope, former resident of 
Gaffney and for several years Cherokee County health 
officer, died unexpectedly at his home in Columbia 
August 25. 

Dr. Westrope was born in College Corner, Ind. but 
spent most of his life in South Carolina. He attended 
Wofford College summer school before receiving his 
medical degree at the Medical College of South Caro- 
lina. 


DR. THEODORE QUATTLEBAUM 

Dr. Theodore Quattlebaum, former superintendent 
of the John K. Crosswell Home died August 24 at the 
age of 82. A native of Williston, he had been ill for 
many weeks. 

He was a graduate of Furman University and 
Vanderbilt Medical College. He later specialized in 
eye, ear, nose and throat, after taking courses at 
Columbia University in New York City. 

Dr. Quattlebaum for a number of years practiced 
medicine in Batesburg and in Columbia. Later he 
served as superintendent of the Carolina Home in 
Columbia, and then as superintendent of the Cross- 
well Home in Sumter. 


DR. JOSEPH W. McMEANS 

Dr. Joseph W. McMeans, pathologist at the Ander- 
son Memorial Hospital and a resident of Anderson 
since 1952, died at his home on September 2. 

He was a native of Cleveland, Ohio, and a graduate 
of the University of Pittsburgh. He practiced in Pitts- 
burgh and in Florence, S. C. 

Dr. McMeans was eredited- with developing the 
blood bank program and with expanding the hospital's 
general laboratory program and the school for lab- 
oratory technicians. 
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DR. A. P. TRAYWICK 

Dr. Asa Paul Traywick, 79, died at his residence 
on July 26. He had been a physician for over 50 
years in Cameron. 

Dr. Traywick attended Wofford College and re- 
ceived his M.D. degree from the Medical Department 
of the University of Maryland. After a year as chief 
resident at Lying-In-Hospital, Baltimore, Md., he 
went to Warm Spring Hospital, Butte, Mon., as a 
member of the staff. 

After a year of special training in New York City, 
he came to Cameron. He was honored in March, 1956, 
by the community of Cameron for his faithful service 


to the community for the past 50 years. Last June, Dr. 
and Mrs. Traywick celebrated their golden wedding 
anniversary. 


DR. H. T. HALL 

Dr. Huger Tudor Hall, 50, a practician in Aiken 
for twenty-four years, died August 25 after an ex- 
tended illness. 

A lifelong resident of Aiken, Dr. Hall attended 
Aiken elementary schools, Lawrenceville School for 
Boys and was a graduate of Washington and Lee Uni- 
versity and the Medical College of South Carolina. 

Dr. Hall began his practice of medicine in 1934. 





ONE HUNDRED AND TENTH ANNUAL SESSION 
OF THE SOUTH CAROLINA MEDICAL ASSOCIATION. 
HOUSE OF DELEGATES 


MYRTLE BEACH, S. C., MAY 13TH AND 14TH, 1958, OCEAN FOREST HOTEL 
Dr. D. Lesesne Smith, Presiding 


(Continued from September Issue) 


PRESIDENT SMITH: Gentlemen, I inadvertently 
skipped over the Reference Committee on Amend- 
ments to Constitution and By-Laws, Dr. Hanckel. 
DR. HANCKEL: Mr. President, two matters came to 
the attention of the Reference Committee on Amend- 
ments to the Constitution and By-Laws and they are 
as follows: First we considered a suggestion from the 
Committee on Industrial Medicine and Health, and 
the suggestion was that any Chairman of a standing 
or special committee who is not already a member, or 
a delegate, will automatically be made a member of 
the House of Delegates for that year. And the reason 
it was brought to our attention was because that 
occurred in that particular committee, this year. This 
was considered and it was decided that no action be 
taken on it because it was thought not to be a matter 
for state level action but rather to be handled at 
county level, simply received as information. 
PRESIDENT SMITH: It will be so ordered. 

DR. HANCKEL: Now the next matter was presented 
by the Committee on Care of Indigent. This first 
sheet was read yesterday by Dr. Miller in the absence 
of Dr. Siegling, and I would like to review it briefly 
with you to = Be your memory. (The sheet is read. ) 
And in accordance with that, this is the change in 
the Constitution and By-laws that your Reference 
Committee wishes to propose and recommend its 
adoption; that we amend Chapter 8, Section 3, by 
adding to the list of standing committees a ninth 
committee to be known as the Committee on Welfare 
and Rehabilitation. Further, Chapter 8. Section 12, 
and this is simply to explain the duties and actions 
and composition of this Committee on Welfare and 
Rehabilitation, this will be an addition, under Section 
12, This committee will consist of five members ap- 
pointed for a term of five years by the President of 
the Association. Tenure of the five initially named 
members will progress from one to five years in the 
order ten 4 by the President. Yearly regular 
vacancies and vacancies occurring by resignation or 
otherwise, will be filled by the President. The Chair- 
man of the body will be elected yearly by members 
of the Committee. The Welfare and Rehabilitation 
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Committee is assigned the responsibility of advisor 
and liaison to the several agencies in the field of wel- 
fare, rehabilitation and care of the medically indigent. 
Annual and interim reports will keep the Association 
cognizant of the needs and accomplishments in this 
area of responsibility. And your Committee recom- 
mends and moves the approval of these changes in 
the By-laws. 
PRESIDENT SMITH: Thank you Dr. Hanckel. You 
have heard the recommendations, and this takes a 
two-thirds vote. Is there a second? The motion is 
seconded. Any further discussion? I will ask for a 
standing vote. It takes two-thirds majority to change 
the By-laws. Those in favor will please stand. Those 
opposed will please stand. There is no opposition, the 
report is accepted. 
Gentlemen, the next report will be on Insurance, Blue 
Cross and Blue Shield, Dr. Edward F. Parker, Chair- 
man. 
DR. PARKER: I apologize for not being here sooner. 
The Committee presents the following report: 
REPORT OF THE REFERENCE COMMITTEE 
ON INSURANCE, BLUE CROSS AND 
BLUE SHIELD 
The committee considered the resolutions of the 
Greenville County Medical Society, the Columbia 
Mediczl Society, the Edisto Medical Society and the 
Charleston County Medical Society, pertaining to the 
practice of anesthesiology, pathology and radiology, 
and recommends that the Association adopt the follow- 
ing resolution: 
WHEREAS, the practice of anesthesiology, pathology 
and radiology is the practice of medicine, and 
WHEREAS, such services can be performed only by 
or under the supervision of physicians, and 
WHEREAS, the South Carolina Medical Association 
has contracted for physicians of the State of South 
Carolina with the Department of Defense to supply 
medical services to dependents of the uniformed ser- 
vices under Public Law 569 of the 84th Congress 
(otherwise known as the Dependent’s Medical Care 
Plan), and 
WHEREAS, certification of medical services rendered 
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can be made only by physicians, THEREFORE BE 
RESOLVED, that the South Carolina Medical Asso- 
ciation declares that anesthesiology, pathology and 
radiology are medical services under the terms of the 
contract which has been negotiated between the 
Medical Association and the Department of Defense 
in soupeges with the Dependents medical care plan, 
and that fees for such services, wherever rendered, 
must be paid to the physicians rendering the services; 
furthermore, that this same principle be endorsed for 
the rendition of statements to all patients for such 
services. 

The committee also recommends that this Association 
extend its sincere thanks to the Council for their 
excellent work accomplished in connection with Blue 
Shield, as presented in the report of the Chairman, 
and this committee has no recommendations for any 
further change in the Blue Shield contract. 

The Reference Committee also considered the follow- 
ing Resolution submitted to it: 

WHEREAS, the medical profession has consistently 
opposed the assumption of the responsibility for the 
provision of medical care for civilians in general by 
the Federal Government (socialized medicine); and 
WHEREAS, existing legislation (Medicare) does in- 
struct the Federal Government to provide medical 
-_ for a large segment of the civilian population; 
anc 

WHEREAS, proposed legislation (Forand Bill) will 
instruct the Federal Government to provide medical 
care for another large segment of the civilian popula- 
tion; and 

WHEREAS, such federal activities, if unchecked, will 
shortly lead to destruction of the private practice of 
medicine, which has occurred in England recently, 
to the detriment of patients and physicians, and the 
national solvency; Now Therefore, be it 

RESOLVED, that the South Carolina Medical Asso- 
ciation shall not renew the Medicare contract with 


the Department of Defense when this expires. 

The majority of the Committee was not in favor of 
the Resolution, but the committee recognized the fact 
that the Medicare program does represent a phase of 
socialized medicine, and that this phase is considered 
to be tolerable for the present. 


Edward F. Parker, Chairman 
George D. Johnson 

Henry F. Hall 

C. R. F. Baker 


PRESIDENT SMITH: You have heard the recom- 
mendation, you put that in the form of a motion? 
DR. PARKER: Yes, sir. 

PRESIDENT SMITH: The motion is seconded. All in 
favor say aye. The motion is carried. 

DR. PARKER: Second, recommends also that thanks 
of the Association go to the Council. 

PRESIDENT SMITH: If there is no objection that 
recommendation will be accepted. 

DR. PARKER: Third, Reference Committee also con- 
sidered the following resolution submitted, regarding 
the opposition of assumption of responsibility for pro- 
visional medical care & the Federal Government. 
The majority of the Committee was not in favor of the 
resolution, and the entire Committee was not in favor 
of the report; therefore I move that it be received as 
information. 
PRESIDENT SMITH: 
cussion. 

E. B. POOLE: Mr. President, is it in order to 
discuss the matter which is received as information? 
PRESIDENT SMITH: Well, Dr. Parker made a 
motion which was seconded, there is a motion before 
the House that we do not approve the resolution as 
brought up to the Reference Committee. 


The motion is open to dis- 


DR. POOLE: Well I wanted to know if it is in order 
to discuss this matter. 

PRESIDENT SMITH: Yes, sir. 

DR. POOLE: Mr. President, and Delegates, I am 
here not as an individual but as an officer of the 
Greenville County Society to present what I believe 
to be the majority opinion of our society on the issue 
raised by Dr. W. W. Edwards’ resolution. This was 
presented to our Society Tuesday, May 6th and was 
thoroughly discussed and passed by a vote of over 
three to one of the members present. 

Let it first be said most emphatically that the Green- 
ville Society believes with a deep conviction that the 
dependents of military personnel should receive the 
finest medical care available, and we are obligated 
to render this service. But with the same conviction 
we have reluctantly concluded that Medicare is not 
the proper solution of this problem. Our opinion and 
convictions are based upon the following reasons: 

1. We do not like the method by which the Medicare 
plan was submitted to the general profession as a 
whole and to the South Carolina Medical Association 
in particular. The classic carrot and stick technique 
was used. We hope we don’t prove to be the jackasses 
of this classic fable. The stick: we were threatened 
with all sorts of dire consequences if we did not go 
into Medicare. It is not necessary to enumerate the 
propaganda measures applied. Suffice it to say all the 
modern pressure techniques were skillfully applied. 
Now the carrot: We were told that as a reward for 
being good boys and go along with the plan certain 
of us would now receive substantial fees for services 
rendered to servicemen when often fees for such ser- 
vices were hard to collect at any level. 

The Camel in the Tent aspect of Medicare. One 
amor long step down the now short road to com- 
plete Federal control of medical practice. We have 
already arrived very, very far down this road. 

This is one more bit of class legislation. No one 

can deny the service men in the lower grades do need 
assistance in meeting the needs of their dependents. 
We all agree that these needs must be met. But we 
do not see the equity where officers of field grade and 
general officers receive these benefits as a fringe bene- 
fit not subject to income tax computation, a blessing 
most of us would most devoutly wish to achieve. The 
papers of the last few days clearly indicate that 
certainly general officers should be able to take care 
of their dependents on their own resources. 
4. Medicare could have been expected to be the most 
expensive and complicated way to solve a difficult 
problem, and most subject to abuse. No one needs to 
remind you how quickly Medicare funds became ex- 
hausted, nor how we have been subjected to the 
most obsessive and pedantic job of fly-specking in 
in history. It is not necessary to point out how the 
system can be abused and has been abused. This is 
inherent in so much _ well-intentioned legislation, 
especially this one. Now will I remind you of the 
delays in receiving payment for your services, requests 
for supplemental reports, justification for charges and 
et grading of fees. 

The alternative: No such recommendation was con- 
tained in the resolution for the simple reason that 
though we felt we could properly request a change 
in policy of the South Carolina Medical Association, 
we could not demand an immediate change in high 
level policy at the Federal level, but as free citizens 
under the much embattled institution, state our posi- 
tion without fear of reprisal and as citizens record 
what we think is an honest, moral and equitable 
solution. We feel that such a solution consists in 
raising the pay and allowances of the lower non-com- 
missioned grades so they can meet their obligations 
on their own honor and initiative like all other free 
American citizens. 
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PRESIDENT SMITH: Any further discussion? 

DR. THOS. PARKER: Mr. President, ladies and 
gentlemen; I would like to speak very briefly on this 
subject, simply to call to the attention of the Dele- 
gates that we are taking what is considered to be 
concerted action this morning. The resolution as sub- 
mitted by the Greenville County Medical Society is in 
essence stated. We thought that this was wrong in 
principle. The resolution, or the comment by our 
Reference Committee to us, that the Reference Com- 
mittee agreed that it was wrong in principle but not 
sufficiently wrong to be intolerable. This opens to 
what we have been observing in diplomacy for a long 
time, and is what we commonly od tanniatneat. We 
think that if we do stand up for what we think is 
right the consequences will be immediate and un- 
pleasant. If we go along we don’t think the con- 
sequences will be unpleasant. So that I would like to 
urge upon the Delegates that if they vote for some- 
thing they think is wrong, it would be difficult to de- 
fend this position, even though it might be expedient. 
PRESIDENT SMITH: Any further discussion? 

DR. JOE CAIN: Mr. President, and Gentlemen, this 
question of Medicare has various ramifications. I think 
that before we vote on the problem we ought to be 
sure we understand exactly what we are voting for. I 
think that because the United States Government has 
entered into a contract with the State of South Caro- 
lina, to pay for medical care for service men and 
their dependents, that that might be a part of what 
has been called socialized medicine, because it is a 
bringing of Government here into the situation. How- 
ever, in this particular case it seems to me that that 
was the only semblance to socialized medicine in the 
Medicare program. I call your attention to the fact 
that the Government in this case is taking care of its 
employees who happen to be in the armed services, 
just as a corporation or company might take care of 
its employees and dependents, through an insurance 
program or in some cases as an insurer itself. But that 
doesn’t follow all the way through, because we are 
dealing here with Government money, taxpayers’ 
money, and we are taxpayers, and I agree that be- 
cause we are taxpayers we should be concerned. How- 
ever as physicians, I think that is a different question 
altogether, and that is what we are discussing here 
today. I would call to your attention the law which 
says that the contract may be made with the State 
Association; that if no contract is forthcoming that 
negotiations may be made with the individual doctor. 
It would do us no good, as I see it, to get out of the 
Medicare program. It would merely lessen our bar- 
gaining power and control over the situation, because 
under the law the Government is free to negotiate 
with us as individual doctors if we do not choose to 
do it as a medical association. Whether or not we 
should take that into consideration, whether we should 
be concerned that from the standpoint of individual 
doctors, and that we as an association would be sitting 
on the sidelines, I don’t know. 

The other point is that this is a contract between the 
Association and the United States Government. We 
were invited to Washington to agree on a fee sched- 
ule, and I was one of those who went as your repre- 
sentative. I can tell you that it is our fee schedule, and 
not their fee schedule. It is not the same fee schedule 
that is in effect in other states in the Union. Some of 
them are the same and some more and some less. It 
is our schdule that we asked them for. If we are dis- 
satisfied with it, when the time comes to renegotiate, 
it is our business to change it. Those are the things 
that should come up if anything needs changing. 
Now, I do not fear socialized medicine coming through 
Medicare. I recognize the bugaboo is there. I recog- 
nize it for what it is, and what might be, and I intend 
to keep my eyes open. If and when the situation de- 
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velops that goes contrary to our way of thinking and 
our American way of practicing medicine, I want to 
get oui, and I want to get out fast, and I think all the 
rest of us do. But until that happens, and it has not 
happened yet, I think we should go along with it, 
because I believe it is a good thing. Now if it has 
kept just one South Carolina doctor from being drafted 
into the armed forces, and in talking to Dr. Owens he 
tells me it has kept several out, I think it is a good 
thing, and so long as we keep our eye on it and don’t 
let it get out of hand, I am in favor of going along 
with it, and I am going to vote for the Committee 
recommendation. 

PRESIDENT SMITH: Any further discussion? All in 
favor of the motion please rise. All opposed please 
rise. The tellers will B mom make their report. 

DR. WESTON: Mr. Chairman, there are 66 in favor 
and 12 opposed. 

PRESIDENT SMITH: The motion is carried. 

Do you have any further report, Dr. Parker? 

DR. PARKER: No, sir. 

PRESIDENT SMITH: We have a supplemental re- 
port by the Chairman of Council, Dr. Cain. 

DR. CAIN: Gentlemen, I would like to submit a 
resolution approved through the Council of The South 
Carolina Medical Association, which is in order, be- 
cause the Council of the Association is considered as 
a Reference Committee for all intents and purposes; 
otherwise this resolution presented today would be 
out of order. As Chairman of Council I present this 
resolution in behalf of Council. Before I present it I 
would like to Five a little information concerning the 
facts contained therein. You have all heard by word 
of mouth or by newspapers, or other methods of com- 
munication, of the so called Forand Bill. There has 
been some discussion in our talks here today, and I 
wondered if we all realized that such legislation, which 
calls for Government care of survivors who are now 
under Social Security, would have such tremendous 
popular appeal. Anything connected with Social 
Security and care of our own people has a tremendous 
appeal to the public. There is practically no family 
in the State or in the Country that is not connected 
in some way by Social Security, either by direct cover- 
age or by virtue of the fact that their parents or rela- 
tives are covered under it. So that any attempt on the 
part of anybody to downgrade Social Security legisla- 
tion, or to criticise it strongly in public is met with a 
rather jaundiced eye. They wonder what sort of people 
we are who are opposing such as that. We had that 
es BS when we were fighting the bill which was 
referred to as HR7225, which had to do with total 
disability benefits at age 55 or age 50, and other pro- 
visions of the Social Security bill passed by Congress 
two years ago. At that time all the efforts we a as 
organized medical associations were beaten down. 
Whether or not the Forand bill is going to pass this 
year, I don’t know. I do know the same tremendous 
popular appeal is there. Realizing this, the American 
Medical Association has asked that we do all that we 
can to fight this bill, but to do it quietly. That we 
ought to contact our representatives and Senators and 
ask them to vote against the bill, giving them our 
reasons and talking the matter over with them, rather 
than giving it widespread publicity. That has been 
done in our State. We have talked with our Congress- 
men and Senators. While most of our Congressmen 
and one of our Senators is with us pretty near all the 
way, one or two of the Congressmen and one of the 
Senators has given us the run around. In other words, 
we know just as well as we are standing here, they 
are for the bill, and no matter what we do or say is 
going to make them vote against the bill, because it 
has such a tremendous popular appeal. The question 
we found hardest to answer, when we were talking to 
these men, is why we were against it. We had to 
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agree that was some remedial agency or circumstance 
which were required to take care of this group of 
people, that we did not have at the present time, and 
we did not have that answer. Now the American 
Medical Association has been working on an affirma- 
tive approach to make. They have recently organized 
a Council to study this problem and make recom- 
mendations. In the hope that we might delay action 
on the bills, such as the Forand Bill, that is only one, 
there are several others of the same nature in the 
House, we have prepared the following resolution that 
we will ask you to pass, so that the full weight of the 
Association might be carried to our representatives 
and Senators so they will know how we feel about it. 
You will notice the resolution has no negative ap- 
proach, it is a positive approach all the way, which is 
in line with the thinking of those people who are 
behind the strategy, and we hope you will approve it. 

RESOLUTION 
WHEREAS, The American Medical Association, 
American Dental Association, American Hospital 
Association and American Nursing Home Association, 
cooperating in the effort to meet the challenge pre- 
sented by the increasing number of older people in 
the United States have established a joint council to 
improve the health care of the aged; and 
WHEREAS, The stated objectives of the Joint Coun- 
cil are: “(1) To identify and analyze the health 
needs of the aged; (2) To appraise available health 
resources for the aged; and (3) To develop programs 
to foster the best possible health care for the aged 
regardless of their economic status;” Now, Therefore, 
Be It 
RESOLVED, By the House of Delegates of the South 
Carolina Medical Association, that the National 
Congress be urged to refrain from the passage of 
laws which would hamper the efforts of the Joint 
Council by making the aged of our population more 
dependent upon the Federal Government, so that 
these great national health organizations may have 
reasonable time to work out the solution of the prob- 
lems in the traditional American way; 
That a copy of this Resolution be forwarded to our 
two Senators and to the Representative of each of the 
six Congressional Districts of the State, requesting 
them to use their best efforts to implement the purposs 
expressed herein. 
PRESIDENT SMITH: Do you move that the resolu- 
tion be adopted? 
DR. CAIN: Yes, sir. 
PRESIDENT SMITH: The motion is seconded. Any 
further discussion? I call for a vote. All those in favor 
say aye; those opposed no. The motion is carried. 
PRESIDENT SMITH: Now gentlemen, I believe this 
about concludes our business until we get to the 
annual election of officers. Would you like to have a 
five minute recess. 

AFTER RECESS 
PRESIDENT SMITH: The House will come to order. 
The next business is the annual election of officers. 
The floor is now open for nomination for President- 
Elect. 
DR. FRANK OWENS: Mr. President, and members 
of the House of Delegates. I request the privilege of 
nominating this man as president-elect of the South 
Carolina Medical Association, because I know him 
well. I have known him all of my life. I have been 
hunting with him been fishing with him, played golf 
with him, been to church with him, worked on cases 
with him in the hospital and at home, and I know 
how he feels about medicine and what he has done 
for medicine. He has the highest ideals and beliefs, 
and believes in the highest prinicples of medical 
ethics. He believes in scientific medicine, and he is 
alert to all of the rapid changes that come into medi- 
cine. He is alert to the problems that face the medical 


profession. He knows of them on the local, state and 
national level. He is a man that gives his time to his 
patients and believes the patients are the main thing. 
The other day I was playing golf with him and finally 
on the eighteenth hole I eked out a win on him. And 
he says no wonder you beat me, I had to get up last 
night about three o'clock to see a baby and I got tired 
from it. So I tell you that because it indicates he is 
the kind of man that goes to his sick people, no 
matter where it is, and I happen to know this particu- 
lar baby he went to see was a charity case. He is a 
man who has practiced pediatrics in Columbia for 
many years. A graduate of the University of South 
Carolina, Medical College of Virginia. He interned at 
Johns Hopkins, Chief Resident at Childrens’ Hospital 
1925-1926, and then he came back to Columbia in 
1927, to be associated with one of the grandest doc- 
tors the State of South Carolina has produced, his 
father, a specialist in pediatrics. He is past secretary 
of the Columbia Medical Society, and they elected 
him their president and he served there for a year. 
He has been chairman of the program committee of 
that society since 1942, and he is responsible for 
many fine programs that we have had. He has been 
a delegate to the American Medical Association from 
this state since 1951, past President of the South 
Carolina Pediatric Society, and chairman of District 4, 
American Academy of Pediatrics, and on their Board 
of Directors. He has written and published numerous 
papers, articles on pediatrics, of various types, and 
polio, rheumatic fever and many others. He is married, 
has three children, one of them studying medicine 
now and one of them hopes to enter medical college 
next year. He is a man who has served this association 
well and served the public well, and I have the honor 
and privilege of nominating as President-Elect of this 
Association, Dr. William Weston, Jr., of Columbia. 
DR. MAYER: I would like the privilege of seconding 
the nomination of this esteemed outstanding gentle- 
man. 

DR. LAWRENCE THACKSTON seconds the nomina- 
tion. 

DR. WYMAN KING: I would also like to second the 
nomination. 

Motion is made and seconded that nominations be 
closed. Motion carried. 

| REN EOE : Mr. President, I move that 
the Secretary be instructed to cast a unanimous ballot 
for Dr. Weston. 

PRESIDENT SMITH: The Secretary will cast a 
unanimous vote. I would like for Dr. Owens to escort 
the new President-elect to the platform and have a 
word from him. 

DR. WESTON: Mr. President, fellow delegates, I 
humbly accept this esteemed honor, and one doesn't 
recognize himself so much, except that Dr. Owens 
did ask me to write out a few things. And there was 
only one mistake. If you have ever been in Virginia, 
you know the difference between the University of 
Virginia and the Virginia Medical School and the 
Medical College of Virginia. And I had to go and 
finish at the University of Virginia. 

Now in regard to carrying out these various functions. 
No man undertakes a position or job unless there are 
going to be problems. We know there are going to 
»e problems and I hope to be able to confront them 
with ability and with judgment, so that we can go 
forward and follow in the esteemed footsteps of those 
who have led us so greatly in the past. 

In regards to the condition and situation in Charleston, 
I don’t know of anyone who could be a better 
ambassador than his son, and my son is entering the 
medical school this fall and I am sure he will smooth 
all situations out which exist. 

PRESIDENT SMITH: Thank you _ very 
Nominations are now open for Vice President. 


much. 
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DR. HENRY C. ROBERTSON, of Charleston is 
nominated and the nomination seconded. 

It is moved and seconded and carried that the 
nominations be closed. 

PRESIDENT SMITH: I instruct the secretary to cast 
a unanimous vote. 

The next nomination is for Secretary. 

DR. ROBERT WILSON is nominated to succeed him- 
self. 

DR. BACHMAN SMITH moves the nominations be 
closed. Seconded and carried. 

PRESIDENT SMITH: I instruct the secretary to cast 
a unanimous vote. 

Next nominations for treasurer. 

DR. JOE CAIN: Mr. President, it seems as though 
the treasurer has to be nominated by Council and 
upon the advice of Council I would like to nominate 
Dr. Howard Stokes. 

PRESIDENT SMITH: There can’t be any further 
nominations. All in favor say aye. The secretary will 
cast a unanimous vote. 

Next, nomination for delegate to The American Medi- 
cal Association for two year term. Dr. George Dean 
Johnson’s term expires on December 31, 1958. 

DR. COCHRAN: Mr. President, I nominate Dr. John- 
son to succeed himself. 

PRESIDENT SMITH: If there are no further nomina- 
tions I will ask the secretary to cast a unanimous vote. 
Alternate delegate to The American Medical Associa- 
tion, two year term. Dr. Charles N. Wyatt’s term ex- 
pires December 31, 1958. 

DR. CHARLES N. WYATT is nominated to succeed 
himself. 

Motion is made to close nominations, seconded and 
carried. 

PRESIDENT SMITH: I will ask the secretary to 
cast a unanimous vote. 

COUNCILLORS For three year _ terms. 
District is up for election, Dr. A. F. Burnside. 
7 A. F. BURNSIDE is nominated to succeed him- 
self, 

Motion is made to close nominations, seconded and 
carried. 

PRESIDENT SMITH: Since there are no other 
nominations, I shall ask the secretary to cast a 
unanimous vote. 

Fifth District, Dr. John M. Brewer, expires. 

DR. LABORDE nominates Dr. Brewer to succeed 
himself. 

DR. R. G. RENNER nominates Dr. J. B. Gaston. 
The vote is on secret ballot. 

DR. WESTON: I would like for Dr. Lumpkin and 
Dr. Marion Davis, if they are in the house, to come 
up and assist in tallying the ballots. 

PRESIDENT SMITH: While they are tallying, the 
next nomination is for the Eighth District, term of 
Dr. J. H. Gressette expires. 

DR. LAWRENCE THACKSTON 
Gressette to succeed himself. 
Motion is made to close nominations, seconded and 
carried. 

PRESIDENT SMITH: The secertary is requested to 
cast a unanimous vote for Dr. Gressette. 

Nominations for Mediation Committee. 

DR. CAIN: Gentlemen, the by-laws state that the 
Mediation Committee is to be nominated by Council. 
The Council has made its nomination, and I will ask 
Mr. Meadors to read these. The first is for the Second 
District, will you read the name to fill the term of 
Dr. Weston Cook. 
MR. MEADORS: Dr 
Garrison. 
PRESIDENT SMITH: Gentlemen, if you so desire 
we can vote for them on one piece of paper, so if 
vou will return your ballots the tellers can count 
these later. 


Second 


nominates Dr. 


Weston Cook and Dr. Sam 
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MR. MEADORS: The term of the Fifth District, Dr. 
Roderick MacDonald expires, Dr. MacDonald and 
Dr. LaRoche. 

The term has expired for the Eighth District of Dr. 
W. R. Tuten, Jr., Nominations are Dr. Tuten and Dr. 
Mike Watson. 

PRESIDENT SMITH: All of these can be placed on 
same ballot. Will the tellers collect the ballots 
please. 

DR. WESTON: Mr. President, Dr. John Brewer re- 
ceived a majority of votes for Councilor of the Fifth 
District. 

PRESIDENT SMITH: Thank you sir. Next election, 
member of Executive Committee State Board of 
Health, to fill the unexpired term of Dr. W. R. Mead, 
resigned. 

DR. HOWARD STOKES, of Florence, is nominated. 
Motion made, seconded and carried that nominations 
be closed. 

PRESIDENT SMITH: Since there are no further 
nominations, I will ask the secretary to cast a 
unanimous vote. 

Members of State Board of Medical Examiners, four 
year terms. Fourth District, Dr. George R. Wilkinson, 
expires, Eighth District, Dr. W. R. Tuten, expires. 
DR. MACDONALD moves that Dr. Wilkinson be 
nominated to succeed himself. 

Motion made, seconded and carried that nomina- 
tions be closed. 

DR. THACKSTON nominates Dr. Tuten to succeed 
himself. 

Motion made, seconded and carried that nominations 
be closed. 

PRESIDENT SMITH: Since there are no further 
nominations, I will ask the secretary to cast unani- 
mous votes. 

Member of State Board of Examination of Nurses. 
Five year term. Term of Dr. L. Emmett Madden ex- 
pires. 

DR. L. EMMETT MADDEN is nominated to succeed 
himself. 

Motion made, seconded and carried that nominations 
be closed. ; 
PRESIDENT SMITH: The secretary is requested to 
cast a unanimous vote. 

Member of Hospital Advisory Council of State Board 
of Health, four year term. The term of Dr. William 
C. Cantey expires. 

DR. P. L. LABORDE of Columbia, is nominated by 
Dr. Sanders. 

Motion made, seconded and carried that nominations 
be closed. 

PRESIDENT SMITH: The secretary will be re- 
quested to cast a unanimous vote. 

PRESIDENT SMITH: Now is there anybody that | 
have failed to call to be elected? If not the next matter 
is the selection of place for the 1959 Annual Meeting. 
DR. ROBERT WILSON: Mr. President, I have been 
deluged with telegrams and letters from lay groups 
inviting the Association to hold its 1959 meeting, a 
letter from the Columbia Chamber of Commerce, 
asking us to come to Columbia, a letter from the 
Poinsett Hotel manager there, asking us to come to 
Greenville, a telegram from the Mayor of the City of 
Greenville, inviting us to Greenville, a telegram from 
the Vice President Francis Marion Hotel, extending 
an invitation to Charleston, and a telegram from the 
Manager of the Fort Sumter Hotel in Charleston, and 
a wire from the Chamber of Commerce in Greenville. 
This is purely for your information, these are not 
official invitations. 

DR. O. B. MAYER: Mr. President, for a group of 
members of the Association who live in different parts 
of the State from Myrtle Beach, it is quite a pee 
almost an impossibility at times for these men to ever 
attend the annual meeting. Some of them are from 
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small towns, and it is impractical to get to the meet- 
ings. If they spend a day here and a day back, they 
are away from their patients two or three days. It is 
the principle of this Association that we have meetings 
for all the members. And I think turn about is fair 
play. I think we should consider having our next 
meeting in central South Sarolina, and I think further 
that we should consider the schedules of the members. 
Therefore Mr. President, I move that the 1959 
Annual Meeting of the South Carolina Medical Asso- 
ciation be held in Columbia, and that the House of 
Delegates in the future consider holding each fourth 
annual meeting in central South Carolina. 

The Motion is seconded. 

PRESIDENT SMITH: The motion is made and 
seconded that the House of Delegates consider having 
the meeting in Columbia every fourth year. 

DR. MAYER: No, sir, Mr. President, I will read it 
again. That the 1959 annual meeting be held in Col- 
umbia, and in the future that the House of Delegates 
consider holding every fourth annual meeting in 
central South Carolina. 

PRESIDENT SMITH: There are two parts to the 
motion but we can vote on the motion as a whole if 
you would like. And the motion was seconded as a 
whole as I understand. Any discussion? If not I call 
for a vote on Dr. Mayer’s motion. All in favor say 
aye. Those opposed no. I will have to ask the no's io 
stand. There are fifteen no’s. I am taking the place of 
the tellers, because they are busy. All those in favor 
of the motion please stand. Please be seated. There 
are thirty-six ayes in favor of the motion, fifteen 
against. The motion is carried. 

Gentlemen, is there anything further? 

DR. POOLE: May I commend the outgoing President 
for the expeditious way in which he has handled the 
business of the session. 

PRESIDENT SMITH: Thank you sir. Gentleman, 
there is one thing I would like to remind you of. The 
commercial exhibitors come here at a good deal of 
expense, and I was here when they were setting up 
the exhibits and they were sweating pretty hard to get 
them up. These exhibitors are a very important part 
in support of the organization here, and I wish you 
mall encourage all the other members to go by and 
confer with these exhibitors, because they really mean 
a lot to us and they really want you there. Any other 
announcements or business? 


DR. HANCKEL: I would like to call the attention of 
the group to the fact there is a meeting of the Alumni 
Association coming at one o'clock. 

MR. MEADORS: I want to call your attention to the 
luncheon Dr. Hanckel spoke of and also the banquet, 
which is tomorrow night, and ask you to get your 
tickets for the banquet as early as possible. They are 
$4.00, obtainable in the lobby. 

Also to remind you and call your attention to the 
dairy bar, which has been set up this year by the dairy 
industry of South Carolina, all furnished, the products, 
all of it is gratis. It is a very nice thing and they 
wanted to cooperate with us, and I think it is an 
asset to the meeting in place of the Coca-Cola box 
we had before, and I ask that you keep that in mind. 
PRESIDENT SMITH: Gentlemen, Dr. Edwards 
would like for me to remind you that whether you 
graduated from the Medical College or not, we are all 
invited to the alumni luncheon at one o'clock. Any- 
body else? 

DR. PRIOLEAU: Mr. President, as we are filling in 
time, and this is to the advantage of everybody 
who is a delegate to take seriously, I notice that a 
very nice arrangement was made for the delegate 
tables, they were given very hard seats, and I see a 
great many delegates sitting in the back where the 
chairs are better. I call that to the attention of the 
Committee on Arrangements. 

DR. CRAWFORD: Mr. President, I would like to 
say that there will probably be a lot of things coming 
up next year, as I said yesterday, that we may not be 
able to tell you about except on short notice, and the 
only way that we can get these things across, the only 
way we got it across in the naturopath situation was 
at the grass roots level, and everybody did a lot of 
good work, and I hope if we call on you again you 
will do the same thing. 

PRESIDENT SMITH: Thank you. The head teller 
is now about to make his report. 

DR. WESTON: Mr. President, the result of the 
election for the Mediation Committee, Dr. Cook has 
been re-elected from the Second District, Dr. Mac- 
Donald has been re-elected from the Fifth District, 
and Dr. Tuten from the Eighth District. 
PRESIDENT SMITH: Thank you, Dr. Weston. 

If there is no further business, I declare this meeting 
adjourned. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


® Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 


Octoser, 1958 
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BOOK REVIEWS 





PROGRESS IN ARTHRITIS. J. H. Talbott, M. D. 
and L. M. Lockie, M. D. Grune & Stratton, New 
York. 1958. Price $12.50. 

A collection of short articles under the editorship 
of John H. Talbott and L. Maxwell Lockie. Largely 
devoted to rheumatoid arthritis, a number of the dis- 
orders now termed “collagen diseases” are included. 
fever, gout, 
Dupuytren’s contracture and the shoulder-hand syn- 


Sections are devoted to rheumatic 


drome. It is more than a review of progress, but rather 
an up-to-date statement of what is presently known 
about each disorder. Considerable attention is given 
to critical discussion of differential diagnosis and 
treatment. The articles are authoritative and full 
bibliographies are given with each. The book should 
be of considerable usefulness to anyone dealing with 
the rheumatic diseases. 
John A. Boone, M. D. 


TEXTBOOK OF MEDICAL TREATMENT. Edited 
by D. M. Dunlop, M. D., Stanley Davidson, M. D.; 


yes, any rheumatic “‘itis’’calls for 





S. Alstead, M. D. 894 pages; The Williams and Wil- 
kins Company, Baltimore, 1958. Price $11.00. 

This is an English publication compiled by twenty- 
nine authors which has been written for the student 


and general practitioner as a quick reference to the 
treatment of a variety of disorders. 

The text is extremely basic with statements such as, 
“The aim of disinfection is to destroy the germs re- 
leased from a patient,” plus a great deal of emphasis 
on rest, nursing care and symptomatic treatment. A 
tremendous scope is covered ranging from pediatrics 
to geriatics which of necessity makes each disease 
covered very brief in outline. Tropical diseases and 
helminth infestations are covered in one chapter, 
interesting enough not including more common forms 
as seen in America such as hookworm, and this does 
afford a brief, ready form of reference. The National 
Health service and its relationship to British medicine 
is also discussed and is of interest though of no prac- 
tical value. 

This cannot be recommended as a text for the stu- 
dent but would be of value to a practitioner in looking 
up the therapy for infrequently seen diseases and the 
dosage schedules. 

Charlton deSaussure 


Say 
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ORTHOPEDIC DISEASES by Ernest Aegerter, 
M. D. and John A. Kirkpatrick, Jr., M. D.; W. B. 
Saunders Co., Philadelphia, 1958. Price $12.50. 

This book is the happy result of collaboration of 
a pathologist and a radiologist in presenting the basic 
factors in the interpretation of diseases involving the 
musculo-skeletal system. Better diagnosis of orthopedic 
conditions is predicated upon an understanding of the 
pathology and physiology of bone and interpretation 
of roentgenograms. These are correlated in such a way 
as to make the book not only valuable to the ortho- 
pedic specialist, but also to the medical student. For 
clearer understanding and as a foundation for clinical 
material presented later on, the first part of the book 
reviews the anatomy and physiology of the skeletal 
tissues. The rudiments of pathology are presented as 
a brief review to allow better understanding of the 
more detailed studies of the pathological and radio- 
logical changes in the diseases presented in detail in 
the remainder of the text. 

The main body of the book is divided into three 
sections having to do with disturbances in skeletal de- 
velopment, disturbances in the normally formed 
skeleton and tumors and tumor-like processes. There 
are many illustrations and photographs which are well 
chosen and which illuminate the text beautifully. It 
contains a wealth of material for the student or 
specialist which is presented in an unusual and very 
provocative way. 


John A. Siegling, M. D. 


THE MEDICAL MANAGEMENT OF CANCER. 
Henry D. Diamond, M. D., Published as one of 
Modern Medical Monographs, Grune and Stratton, 
1958, 179 Pages. Price $6.75. 

This book comprises a complete and up-to-date 
summary of the current knowledge in regard to neo- 
plastic diseases for which medical treatment should 
be employed. It is aptly divided into two sections: 
The first concerns those cancers in which the primary 
treatment is medical (non-surgical), and includes a 
discussion of the‘malignant lymphomas, the leukemias, 
and plasma cell myeloma. The second section is on 
the medical management of those cancers in which 
the primary treatment is surgical. The subjects dis- 
cussed are neuroblastoma, cancer of the lung, thyroid, 
ovary, breast, and prostate. 

Each disease is taken up in a well-outlined, orderly 
manner, with a discussion of etiology and incidence, 
pathology and natural history, diagnosis and patho- 
logic physiology, treatment and end-results. An ap- 
pendix on the intracavitary injection of radioisotopes 
was prepared by Dr. Richard Y. Card and Dr. Ulrich 
K. Henschke, and edited by the author. 

Complete references are provided at the end of each 
chapter. An index makes this useful as a reference 
volume. 


OctToser, 1958 


The author, who is Associate Attending Physician 
on the Medical Neoplasia Service at Memorial Center 
for Cancer and Allied Diseases, has drawn on a wide 
personal experience with the medical management of 
cancer and also has received able assistance and co- 
operation from his colleagues at Memorial Hospital 
and Cornell University. 

In the past, the treatment of neoplastic diseases has 
been considered largely within the province of the 
surgeon and the radiologist. This volume provides a 
much-needed summary and reference source for in- 
ternists, general practitioners, and all others who may, 
and should, treat neoplastic diseases from time to 
time. There is frequently an attitude of defeatism 
toward the treatment of those diseases in which the 
primary management is medical, but as pointed out 
by the author, the five-year survival rate for the malig- 
nant lymphomas far exceeds the survival rates for pa- 
tients undergoing massive surgical treatment for car- 
cinoma of the stomach, lungs, pancreas, malignant 
melanoma, osteogenic sarcoma, and Ewing’s sarcoma 
of bone. 

John C. Hawk, Jr., M. D. 


GENERAL PATHOLOGY by Sir Howard Florey, 
Professor of Pathology, University of Oxford. Second 
Edition. W. B. Saunders Company, Philadelphia 1958. 
Price $16.00. 

Unlike other textbooks of general pathology this is 
not a complete or detailed review of disease processes 
and their manifestations in the various organs and 
systems. Rather the author has accumulated and 
edited a large group of carefully picked lectures from 
the course in general pathology and bacteriology at 
the University of Oxford. These lectures emphasize 
basic pathological principles and develop them by 
means of the experimental approach. Such processes 
as inflammation, thrombosis, antigen-antibody _re- 
action and anaphylaxis are discussed and described 
as they are observed experimentally. 

In the light of our present teaching program this is 
not a recommended text for the second year medical 
student. It is, however, an excellent supplemental text 
especially for the better students and residents or 
graduate students. 

The material is presented in an interesting and 
readable fashion despite the fact that it often is quite 
detailed and complex. The illustrations, mostly “black 
and white, are good and the entire arrangement is 
nicely done. This edition differs from the first mainly 
because of the addition of chapters on thrombosis and 
metabolic disorders following injury, atherosclerosis 
and tumors and some alteration in the sequence of 
the chapters. 

I would recommend this book for selected in- 
dividuals. 


Edward E. McKee, M. D. 
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SAFETY IN BOATING 


A record 7-million-plus boats—about one for every 
25 people in the United States—are expected to take 
to the water this season. 

This means that, more than ever before, common 
sense and safety will be required to keep the 
“pleasure” in pleasure boating. 

“As we see it,” says Vice Admiral A. C. Richmond, 
comandant of the Coast Guard, “education in the 
safe equipping and operation of boats is a fundamental 
necessity in keeping the casualty rate to a minimum. 

“Too many of our people today are probably shov- 
ing off for a spin in their powerboats with only the 
sketchiest of information concerning the proper 
operation of a motorboat, the rules of the road, over- 
loading, lights, safety equipment, effects of weather.” 

Adding to this is the “discovery” by inland boat 
owners of many smaller waters where there are no 
Coast Guard stations or facilities, and where regula- 
tions and safety requirements are ignored. 

One of the most common (and surprising) instances 
of disregard for boat safety is failure of many boat 
owners to provide each passenger (including children ) 
with lifesaving equipment. The Coast Guard tests 
and inspects various types and materials and those 
that meet its specifications are certified “Coast Guard 
Approved.” 

The Motorboat Act of April 25, 1940 requires that 
all motorboats, including outboards, carry one Coast 
Guard approved life preserver, buoyant vest, ring 
buoy or buoyant cushion in serviceable cendition for 
each person on board. 

Newest equipment to receive Coast Guard approval 
is a ring life buoy made of cellular vinyl plastic. Un- 
like other buoys that are filled with natural materials 
and covered with canvas, the one-piece vinyl rings 
will not rot, break or crumble. The Company which 
manufactures the rings for commercial and pleasure 
craft, states that they require no maintenance. The 
new rings are impervious to sun, sea water, oil or 
gasoline and are fire resistant. 

Other types of approved lifesaving equipment in- 
clude jacket life preservers, buoyant cushions and 
buoyant vests. 

Overloading the boat is dangerous. In addition to 
reducing the operating efficiency and maneuverability 
of the boat, it’s almost a sure bet that, in the event of 
an emergency, there will not be enough lifesaving 
equipment aboard for all passengers. 

Fires and explosions are among the most common 
and often the most serious of boating mishaps. The 
Coast Guard points out that gas and oil vapors are 
heavier than air and consequently accumulate in the 
lowest part of the boat where they may not be readily 
detected. An open flame, lighted cigaret or electric 
spark can cause a serious explosion under these con- 
ditions. (A half pint of gasoline in the bilge may 
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CAREFUL ATTENTION to the details of keeping 
the boat shipshape and safe before going out will save 
headaches (and possibly lives) later. Make sure you 
carry lifesaving equipment for each passenger, as re- 
quired by the Coast Guard, and that your boat is not 
overloaded. 


create a potential explosive power of five pounds of 
dynamite. ) 

In order to reduce the danger of fire or explosion, 
the Coast Guard recommends extreme care with 
paints and varnish removers, the storing of waste and 
rags in metal containers or metal-lined lockers, and 
extreme caution during fueling and starting up after 
fuel has been taken on—all spillage should be wiped 
up completely. The use of gasoline stoves is not 
recommended, and gasoline should not be used for 
priming alcohol or kerosene burners or lighting coal, 
charcoal or wood stoves. 

For maximum safety in equipment, owners should 
seek out products that are clearly labeled “Coast 
Guard Approved”, being careful to make sure the 
complete product rather than part of it is approved. 

Owners and passengers can be sure of smooth sail- 
ing by using common sense afloat and remembering 
the basic rules of boat safety. 


10 BASIC RULES OF BOAT SAFETY 
1. Keep bilges free from oil, waste, grease; fuel 
tanks ventilated. 
Do not overload your boat 
. Carry lifesaving equipment for every passenger. 
. Look where you walk; wear non-skid shoes. 
. Always carry a first aid kit and fire extinguisher. 
Keep running lights in operating condition at all 
times; carry an extra flashlight. 
. Never use gasoline or flammable materials for 
cleaning. 
8. Do not use gasoline stoves. 


Our, ot 


9. Have electrical equipment and wiring checked 
periodically. 

10. Take your time when you are operating your boat 
or securing equipment and supplies. 
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